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MEETING THE PROBLEM OF 


MALNUTRITION 


—especially in children who dislike milk 


HILE malnutrition in children may be due to 
W premature birth, to some constitutional de- 

bility or the development of some serious 
disease, the great majority of cases are due to im- 
proper or faulty diet. 
Insufficient milk is by far the most serious failing in 
children’s diets. This is due, no doubt, to the fact 
that so many youngsters dislike milk and refuse to 
drink it. More and more physicians are meeting 
this problem by prescribing Cocomalt—which is as 
alluring as chocolate soda to children. 
Prepared as directed, Cocomalt adds 110 extra cal- 
ories to a cup or glass of milk—increasing the pro- 
tein content 45%, the carbohydrate content 184%, 
the mineral content (calcium and phosphorus) 48%. 
It is rich in Vitamin D, containing no less than 30 
Steenbock (300 ADMA) units of Vitamin D per 
ounce—the amount used to make one drink. (Li- 
censed by Wisconsin University Alumni Research 
Foundation). 
This rich Vitamin D content, combined with the 
extra calcium and phosphorus provided by Cocomalt 
and milk, aids substantially in the development of 
strong bones and sound teeth. 
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In the non-diabetic, undernutrition ts fre- 
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OBSERVATION OF FIVE HUNDRED 
KRACTURES* 
Josern Havron, M.D., 
Sarasota. 

In a conversation four years ago with my per- 
sonal friend and our esteemed colleague, Dr. i red 
H. Albee of New York, he made this statement: 
“Men in small communities, and general prac 
titioners especialiy, should make it a point to write 
up and report their most interesting clinical data 
as it adds to the life of the medical societies and 
also to the general total of scientific knowledge.” 
Following that suggestion [| present the following 
paper : 

MY OBSERVATION OF 500 FRACTURES 


The general practitioner has usurped the do 
main of the railroad surgeon in observation and 
treatment of fractures. There was a time when 
fractures occurred chiefly in the territory of the 
railroad surgeon but in this age of machinery 
traumatic surgery has become a larger field, and 
the automobile has replaced the locomotive im 
the realm of fractures. 

My objective in giving to you the observations 
| have made on these 500 fractures is that you 
may glean some benefit from my experience. We 
pass this way but once and if in passing we let 
fall some seed upon fertile ground it will be 
cnough. 

These 500 fractures came to me during the 
vears 1923 to 1933, a period of ten years. Of 
these seventy-five per cent were right-sided frac- 
tures, twenty-five per cent were left-sided, 342 
were simple fractures, 96 were compound, and 
three compound comminuted. There were : 

11 Fractures of the skull, 

8 Inferior manillaries, 
2 Superior maxillaries (right orbit and 
ptervgoid ), 
2 Scapula, 


22 Clavicle, 


*Read before the Sixtieth Annual Meeting of the Flor- 
ida Medical Association, Hollywood, May 2-4, 1933. 


Jacksonville, Florida, December, 1933 


Number 6 


36 Tlumerus, 


_— 


Radi, 

20 Ulna, 

31) Metacarpal, 

90) Phalanges of the hand, 


3 


45 Ribs, 
12 Pelvis, 
( 2 Thoracic ) Ss bodies, 
29 Vertebra (27 lumbar) 21 lateral proc 
esses, 
24 Kemur, 
5 Patella, 
39 Tibia, 
25 Iibia, 
6 Astragalus, 
11] Metatarsal, 
3 Oscallsis, 


{< Oot, 


1 Phalanges o 
l Cuboid, 

1 Cuneiform 
Out of these fractures 166 were displaced 
lL got them 


Now why not more displacement Y 
early. Get your fractures set as carly as possible ; 
don't wait. In case of transportation use this 
motto—"Splint them where they lic 

I find a large percentage of fractures that are 
not out of line and if vou get them early, before 
muscular contraction begins, you will find all 
that is necessary is to apply the proper splint. In 
These 


are the fractures which, if vou try to elicit erepi 


other words, fractured but not displaced. 


tation by mampulation, you are very apt to make 
the fracture worse. 

The idea that many bones are broken by mus 
cular pull is rapidly developing in my mind. It 
does not always have to be by direct force. | 
believe a divergent pull by opposing muscles will 
sometimes cause a fracture. A great many frac- 
tures of the lateral processes of the lumbar ver- 
tebrae are due to muscular pull 

I have often noticed that men in viewing frac- 
tures where the proximal and distal ends are 


shifted to one side, but not overlapping, want to 
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manipulate the ends and try to bring them into 
direct line. This results oftentimes in the sep- 
aration of the impaction with overlapping of the 
proximal and distal ends of the fracture. It is 
then a very difficult job to replace the broken 
parts. 

Nature will heal these bones in fairly direct 
line, throwing down a callus similar in shape to 
that you see where a plumber wipes a lead joint. 
In this type fracture I leave it alone for Nature 
will do a better job by not being disturbed any 
further. More especially is this the case in young 
children with fracture of the femur. ‘This frac- 
ture occurred in a boy four years old in the year 
1925. This 
definitely demonstrates Wolfi’s law as follows: 
“Bony deformity and the visible prominence 
caused by callus tend to lessen or entirely disap- 
This is in accordance with Wolff's 


Final pictures were taken in 1929. 


pear in time. 
law, which states that the internal and external 
configuration of bone is adapted to the function 
it performs. The sharp angles round off and 
new trabeculae form along the lines of stress, 
but while this improves the appearance at the 
seat of deformity, it does not restore the normal 
axes of the joints or remedy the other ill effects 
of malunion.” 

There is a fracture at the ankle that is quite 
frequent. I call it a chip fracture, in which the 
ligamentous attachment is torn loose and you 
see it in the x-ray as a slight sliver of bone sep- 
arated from the tibia or fibula. This is the type 
often mistaken for a sprained ankle. 


PLASTER PARIS 


Of all the splints that I have ever seen used 
I like the plaster paris bandage best. Give me 
a five-pound can of plaster paris, ten yards of 
crinoline and a careless nurse, and I will make as 
fine a splint as you can purchase. Why do I say 
a careless nurse? Because I want my bandages 
well impregnated with plaster paris and rolled 
loosely. Most nurses in preparing plaster paris 
bandages roll them too tightly. When you put 
the plaster paris bandage in a bucket don’t lay 
it flat but stand it on end. The water permeates 
it much better. Seize it by both ends and squeeze 
so the water will come out from the center and 
not at the ends. By closing the ends the plaster 
will not squeeze out so rapidly. I always put a 
large handful of salt into the bucket of warm 
water as it makes the plaster set more rapidly. 
Keep your plaster paris in air-tight cans, away 


from dampness and moisture. The outstanding 
feature of a plaster paris bandage is its likeness 
to a tailor-made suit, it fits and stays put. A 
ready-made splint that fits everyone will fit no 
one. A circular plaster paris splint may be split 
before it hardens, or you can make them sep- 
arately, a posterior and anterior, and mold them 
with a circular gauze bandage. 

After I have put a plaster paris splint on, I 
always have the patient return twenty-four hours 
later that | may observe the splint to see if every- 
thing looks normal and is in good shape. 

I look upon every fracture with a certain cle- 
ment of suspicion of syphilis, especially in the 
negro, and I make a Wassermann test on most 
of those who show any slow callous formation. — | 
always give tetanus antitoxin in a case of com- 
pound fracture. 

I never attempt to set a fracture without a 
gas-oxygen anesthesia, with a whiff of ether 
introduced if the patient does not relax suffi- 
have perfect relaxation, 


ciently. You must 


especially is this so in the Colles’ fracture. 


X-RAYS 


Be sure that your central beam is directly ovet 
the site of the fracture, for you know the danger 
of distortion if it is not correct. , 

Include all the bone that is fractured. Some 
must be stereoscopic. ‘The hand, wrist, elbow, 
humerus, ulna, radius, femur, tibia, fibula, ankle, 
dorsal spine, lumbar spine, knee and foot should 
have two views, anterior posterior, and lateral. 
If the tibia is fractured look out for one in the 
fibula. The shoulder, cervical spine, elbow, 
pelvis and knee should be stereoscopic. Chest 
technique for ribs. Oscallsis has a special tech- 
nique. Facial bones should have three views: 
forehead on plate, nose-chin position, and lateral ; 
also a stereoscopic in a good position. lower 
jaw is stereoscopic. 

Don’t be afraid to take an x-ray after the 
case is set up to see your results. 

The situation of a doctor in a medico-legal case 
where an x-ray has not been made is very uncom- 
fortable. I believe whenever an x-ray is avail- 
able, and is not used in fractures, the attendant 
is guilty of malpractice. 

TREATMENT 

Stop your patient’s suffering with a hypo- 

dermic of morphine, and make the dose large 


enough. It relaxes the muscles, relieves the 
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patient of pain, and reduces the doctor’s mental 
hazarl 

The treatment of fractures is a matter of choice 
and adaptability of the operator. What will work 
with one man will fail with another. There is 
no doubt in my mind that skeletal traction is by 
far the best. I am dissatisfied with skin traction, 
but if you do use it add the weights slowly and 
apply a bandage over the adhesive to hold it 
close to the skin. Do not shave the hair. There 
is the new adhesive plaster, elastoplast, which you 
can use in place of the bandage after traction is 
applied. 

Never pull the fractured ends too far apart. 
You can get a non-union. Don’t be afraid to 
take an x-ray after you have set the fracture. 
There is one type of splint I am not satisfied 
with, used for the clavicle, the fracture I dread 
most. 

Be sure and take comparative measurements 
of the injured and uninjured extremities. If 
you are not satisfied with the reduction two or 
three days later, don’t be afraid to do it all over 
again. Watch the circulation carefully. 

Fracture of the neck of the femur: Do not 
cause displacement by careless manipulation. 
Avoid all unnecessary movement until you get 
an X-ray. 

Start early massage, active and passive, to 
in atrophy 


decalsification resulting 


It will also keep the circulation 


overcome 
from. disuse. 


normal and stay muscular atrophy. 


SUNLIGHT TREATMENT 


lor the past few years I have been growing 
more and more enthusiastic over the possibilities 
of using sunlight treatment in the healing of 
fractures. This is especially seen where you have 
an amputation of part of the toes or fingers. 
Very seldom do we disarticulate a phalanx or 
metatarsal without first giving the sunlight treat- 
ment a trial. I have the patient come in daily 
for observation and then he is placed on the roof 
of the hospital from one to three hours under the 
direct exposure of the sunlight. This treatment 
seems to cause a drying of the injured phalanx 
or metatarsal, and a rapid construction of granu- 
lation tissue follows, often with startling results. 
I use a thick coat of vaseline to protect the gran- 


ulations. 


SUMMARY 


Always use gentleness and care and_ the 
simplest method in examination for diagnosis of 
fracture ; no unnecessary handling. Any definite, 
localized tenderness over an injury is usually 
satisfactory evidence of fracture. Don’t try for 
crepitis. You may displace a fracture that is 
well in line. Don’t be deceived by absence of de- 
look for more than one 
Get early motion, 


formity or disability. 
fracture. Get an x-ray. 
especially around joints. In traction, don’t put 
all the weights on at once. Slowly tire the 
muscles. Bring the controlled fragment in line 
with the fragment that cannot be controlled. 
Watch for swelling for two to four days after 
Don't wait for swelling to 
go down before setting a fracture. Examine for 
nerve injury. Watch the circulation. Diagnosis 
is first; the splint is second. Use plenty of pad- 
ding. Look upon every injury as a fracture until 
proved incorrect. All compound fractures should 
receive tetanus antitoxin, and plenty of tincture 
of iodine. I “puddle” the laceration with iodine. 
Use all your surgical sense in handling a com- 
pound fracture. Splints made to fit everybody 
fit nobody. That is the reason I like plaster 
paris. Continued pain twenty-four hours after 
setting usually indicates an incomplete reduction 
or poorly applied splints. Get early motion. Last, 
but not least, don’t let the x-ray do all the 


the fracture is set. 


thinking for you. 
‘There are two or three cases of interest which 


I wish to show you: 


DEMONSTRATION 
Mrs. W.’s X-rays. 

There is an interesting thing about this case 
from the medico-legal standpoint. This woman 
had reached her full time of pregnancy and was 
expecting to be delivered at any time when a rail- 
road accident happened and her pelvis was frac- 
tured, with a marked separation of the symphysis 
The head of the child is seen floating in 
This case was characterized by 


pubes. 
the pelvic brim. 
rapid labor ; the patient being delivered one hour 
after the accident, having only one pain. It is 
interesting to note that when the infant was born 
it was a blue baby, dying forty-eight hours later. 
Post-mortem showed a patent foramen ovale. 
The railroad accident was not responsible for 
the death of the child. This shows the value of 


TAY: (For Discussions sce page 246) 
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FRACTURES AT THE ANKLE AND 
WRIST* 
W. M. Suaw, A.B., M.D., 
Jacksonville. 
Anatomical reduction of fragments in a frac- 
ture is a worthy ambition but our appreciation 
We fre- 


quently fail to interpret x-ray negatives with the 


of functional results often is slighted. 


proper appreciation of functional outlook. The 
interpretation too often focuses undue attention 
to the reduction of fragments, rather than the 
correct position for the functioning of adjacent 
joints. 

A detailed discussion of the treatment of frac- 
tures is not intended in this paper. However, 
since the roentgenologist is, or should be, a reg- 
ular medical consultant, certain principles of 
treatment ought to be emphasized. The majority 
of these fractures are seen and treated by physi- 
cians doing general practice and the roentgen- 
ologist can be of great assistance to these men 
in offering helpful suggestions as to treatment, 
if these suggestions are judiciously given. As 
Dr. Archer has recently stated in an article ap- 
pearing in the Southern Medical Journal,’ ‘The 
radiologist sees many more fractures than any 
one man who is referring him work, and conse- 
quently should have a better knowledge of both 
pathology and bone repair than any medical man 
except the orthopedic surgeon.” 

I wish to show you that less attention need be 
given to the anatomical position of fragments if 
the adjacent joint surfaces are in a correct rela- 
tion and the established lines of weight bearing 
force are satisfactory. 

FRACTURES AT THE ANKLE 

The functional result of a fracture at the ankle 
joint depends upon the proper reduction of the 
astragalus so that the line of weight bearing 
force which passes down through the center of 
the shaft of the tibia also passes through the 
center of the astragalus. Always remember that 
the functional result is the one the patient is 
interested in. 

The antero-posterior negative gives us the in- 
formation regarding the relation between the 
A ver- 


tical line on the antero-posterior negative drawn 


lower end of the tibia to the astragalus. 


through the center of the tibia extends downward 
through the center of the astragalus, if the ankle 
joint is in normal position. (See Fig. 1.) 


*Read before the Sixtieth Annual Meeting of the Flor- 
ida Medical Association, Ho!lywood, May 2-4, 1933. 
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Fic. 1. Normal Ankle. Showing that a line drawn 
through center of tibial shaft will pass through cente: 
of astragalus. 


For us to determine the normal or abnormal 
relationship of the articulation between the tibia 
and astragalus we must realize that the head of 
the astragalus is firmly mortised or held between 
the lower end of the fibula and the internal mal 
leolus of the tibia. This places it directly beneath 
the broad articulating and weight bearing surface 
of the lower end of the tibia. Dr. Skinner has 
estimated : “The shadow of a normal ankle upon 
a film shows there is approximately '4-inch space, 
in the adult, between the astragalus and the in 
ternal malleolus.”* This space increases with the 
slightest fracture displacement of the external 
malleolus. 

The external malleolus or lower end of the 
fibula only serves to keep the astragalus in place, 
thus forming the external border of the ankle 
mortise. It bears no weight. ‘The strength of 
the ankle joint depends upon how well the lower 
end of the fibula performs this mortising or 
bracing function. A large majority of ankle 
sprains and fractures are in reality fractures of 
the external malleolus. If the fragments of the 
external malleolus are in relatively poor position 
but the astragalus is in good alignment beneath 
the tibia it is unnecessary to further attempt 
reduction of the fragments. You can assure your 
patient of a good functional result. 

The best way to reduce these fractures of the 
external malleolus or lower end of the fibula is 
internal rotation of the foot which promotes a 
proper reducing of the astragalus. In other 
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words, turn the toes in. As Dr. Skinner has so 


aptly expressed it, “reduce the astragalus and 
avoid painful ankles.’ 
FRACTURES AT THE WRIST 

For a proper conception of the problems 
presented in fractures at the wrist joint it is 
necessary that we get a clear idea of the normal. 
The functional result of the wrist joint depends 
entirely upon the proper adaptation of the articu- 
lating head of the radius to the carpal bones. In 
the lateral view of the wrist the plane of the 
articulating surface of the normal radius with 
the carpus is tilted so that the dorsal edge of 
the radial head is always slightly distal to the 
palmer edge. It is the tilting backward toward 
the dorsal surface of the wrist of the radial head 
that interferes with the function of the wrist 
after the fracture is healed. This is the key to 
the situation. (See Fig. 2.) 

Keeping these normal planes in mind we find 
that the styloid process, not just the tip of the 
radius, falls constantly distal to the transverse 
line which touches the tip of the ulnar styloid, 
which line is drawn at a right angle to the long 


axis of the radius. The functional outlook or 
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Fic. 2. Wrist Joint. (a) Normal wrist. (b) Fracture 
at wrist. Position of fragments poor. 


to 
a 
or 


prognosis of fractures of the head of the radius 
depends upon the reduction of the head of the 
radius to this position. 

If the styloid process of the radius is proximal! 
to the transverse line at the level of the ulnar 
styloid the radius then is not properly reduced 
and if left in this position the result will be poor 
as to the future function of the wrist. 

Fractures of the carpal bones are not rare. 
Dr. Scudder states that fractures of the scaphoid 
and semilunar occur in a ratio of 1 to 10 as com- 
pared to Colles’ fractures.* More mistakes in di- 
agnosis are made in not recognizing fractures of 
the carpal bones than any other injury at the 
wrist. Two additional views of the wrist, be- 
sides the routine antero-posterior and _ lateral 
views, are very helpful in revealing these carpal 
fractures. These are, (1) semi-pronation which 
shows the trapezium, trapezoid and scaphoid ; 
(2) semi-supination which shows the pisiform 
and cuneiform.! 

Treatment of fractures of the carpal bones 
must be continued much longer than for frac- 
Usually it takes 
from eight to ten weeks for repair because of the 


tures of the radius and ulna. 


s'ow union which results from the poor blood 
supply. Early and complete immobilization is 
of utmost importance. 

Dislocations of the carpal bones occur fre- 
quently with carpal fractures. The semilunar 
bone is the most commonly dislocated and is best 
shown in the lateral view. Very early reduction 
is necessary before the former site of the small 
bone fills with granulations, etc. It has been my 
observation that open surgical operation has 
been the ultimate, and best, treatment for these 
small bone injuries, often with the removal of 
a fragment or the complete bone. 

Epiphyseal injuries during youth are not un- 
common. The epiphyseal line is one of the 
weakest points of long bones. Some of these 
injuries are very difficult or even impossible to 
recognize on x-ray films. If an epiphyseal sep- 
aration has been perfectly reduced without a 
crack or splintering of the bone, this epiphyseal 
injury cannot be diagnosed by the x-ray. Here 
the patient should be treated from the clinical 
observation of the affected part. Severe epiphy- 
seal injury, such as might result from a crushing 
force, sometimes causes a cessation of further 
growth in the length of the bone. Fortunately. 
this is a rare complication. 

In concluding these brief remarks about frac- 
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tures occurring at the two most frequently in- 
jured parts of the body, let us all remember that 
Mother Nature is wonderfully tolerant of bone 
fragments. She demands, however, that we 
maintain the adjacent joint surfaces in their 
proper relation to the weight bearing line of the 
extremity. 
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DISCUSSION 
(Dr. Halton’s and Dr. Shaw's Articles) 


Dr. Leland Carlton, Tampa: 

The study of fractures is of the greatest inter- 
est to every man in the practice of medicine. It 
matters not whether he is a general practitioner, 
a general surgeon, an orthopedic surgeon, an eye 
specialist, a nose and throat specialist, internist 
or aneurologist. Fractures are not like some of 
the other conditions or diseases. There are 
certain diseases which have an immunity or pro- 
duce an immunity to resultant diseases. Frac- 
tures do not. We come into this world predis- 
posed to fractures and as time goes on this pre- 
disposition may be lessened, then when we reach 
old age it is increased again. We come in with 
this predisposition to fractures and we go out 
the same way. 

In regard to treatment of fractures: There 
was once a time when we considered the best 
method of treating fractures was to put the 
patient at rest for a while until all the swelling 
subsided. But now it is my opinion that the 
quicker fractures are treated the less deformity 
develops, the less pain and discomfort the patient 
has, and the better results obtain. An early im- 
mobilization causes more comfort in the treat- 
ment of fractures than any other one thing. 
Sometimes in the treatment of fractures follow- 
ing the examination and x-ray, I think the gen- 
eral practitioner may be a little too zealous to 
get what he terms “anatomical results”, anxious 
to show results to the patient. And the patient 
as well as the man who has not exercised care in 
the reading of these x-rays, if he thinks the bones 
are not in perfect apposition anatomically, is dis- 
satisfied. Very often if you can talk him into 


leaving the injured member in the position it is 
you will get a perfect functional result, and per- 
haps an anatomical result as well. 

As Dr. Shaw brought out in his paper, the 
important factor in treating fractures near joints 
is retaining a normal weight bearing line or joint 
axis. 

With reference to anesthetics : There are many 
cases which can be reduced without any anesthetic 
at all. The reduction is instantaneous, the pain 
after reduction is no more than before and the 
discomfort from the anesthetic is unnecessary. 
If an anesthetic is necessary, the anesthetic I like 
is local. The muscle relaxation from a local 
anesthetic is as good as from other forms of 
anesthetics. If muscle relaxation is wanted gas 
oxygen is not the anesthetic of choice, in my 
opinion. 

With reference to syphilis as being one of the 
etiological factors in the non-union of fractures: 
Dr. Henderson, in making an analysis of cases of 
syphilitic and non-syphilitic patients found that 
there was no greater percentage of non-union in 
fractures of syphilitics than there was in people 
who were not syphilitic. That is my opinion 
also. 

Open fractures: As a prophylactic treatment. 
of compound fractures, Dr. Halton believes we 
should give tetanus. I do more than that. We 
have a good many cases of fractures from auto- 
mobile accidents in which the debris, dirt and 
filth injected into these wounds are prone to 
develop a gas bacillus infection. It has been my 
practice during the past few years to combine 
with tetanus antitoxin in all compound fractures, 
gas bacillus antitoxin, which combination is 
obtainable. 

Sunshine is better than moonshine in the treat- 
ment of fractures in that it adds to the general 
health repair of the individual. I think sunshine 
is good in almost any disease except diseases 
which are caused by too much sunshine. 

As I mentioned a while ago, anatomical reduc- 
tions are what we all like but functional results 
are what we are striving for. That is the thing 
I would like to place the most emphasis on, 
especially with reference to fractures close to 
joints. Joint axis and weight-bearing line are 
all important factors in these cases. If you don’t 
get a normal weight-bearing line you are going 
to develop not only a continuing painful joint but, 
as Dr. Shaw brought out, you will get swelling 
and limitation of function. Fractures in the 
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proximity of a joint should be as nearly as pos- 
sible anatomically reduced. If these can be re- 
duced by the closed method, all good and well. 
But, for the future result in that joint, if these 
fractures in the proximity of a joint cannot be 
reduced satisfactorily by the closed method to 
where you have a normal weight-bearing line, I 
think the method of choice is open reduction. 


Dr. O. O. Feaster, St. Petersburg: 

The essayists have left very little for me to say. 

There is one point, however, with regard to 
x-ray diagnosis that I would like to make. Dr. 
Carlton has brought out the fact that the blood 
supply to the carpal bones is poor. It is particu- 
larly so after an injury. As a result of this 
there is often a degree of deformity some days 
after a fracture that is not present immediately. 
In fact, we sometimes give a negative x-ray re- 
port on a carpal bone at the time of injury then, 
having occasion to make a subsequent study 
hecause of persistent disability, find definite de- 
formity. 

One sees the same thing in injuries to vertebral 
bodies. Every spine injury with negative x-ray 
report should again have a lateral film after ten 
days or two weeks if disability or discomfort 
persists. With surprising frequency a “wedging” 
will be found after.the period of pressure or 
weight-bearing where absolutely no abnormality 
could be detected before. 

The fact that these cancellous bone structures, 
carpals and bodies of vertebrae, require a much 
greater time for complete repair cannot be too 
greatly emphasized. 


Dr. F. K. Herpel, West Palm Beach: 

I feel that the discussion on these papers 
should not be confined to roentgenologists ; 
nevertheless, a roentgenologist cannot pass up an 
opportunity to comment on such presentations 
as Drs. Halton and Shaw have given us. The 
physician doing general practice has just as much 
right to report his results in fracture cases as the 
orthopedist, even though he may not meet the 
same high level as the highly trained orthopedist. 
The responsibility on the part of the general phy- 
sician or surgeon handling fracture cases is the 


same as the orthopedist. 

The importance of early reduction cannot be 
disputed. We still see many patients with frac- 
ture treated with plaster casts. We do not have 
to wait for days for reduction of swelling, then 
attempt reduction. This procedure is a mistake. 


Cases are more frequently being encountered 
with complicating skin trauma and injuries to 
skin and underlying soft tissues which cannot 
well be treated by application of plaster casts. 

Many fractures in the region of the wrist and 
about the ankle can easily be reduced within the 
first few minutes after injury without any anes- 
thetic. Later a local anesthetic will permit satis- 
factory reduction without pain in many cases. 

May I call attention to certain fractures not 
previously mentioned, namely, those of the distal 
part of the radial shaft where there is overriding 
of fragments and dorsal displacement of the 
distal fragment, with separation. 

These cases cannot be reduced, with or without 
fluoroscopic control. Open reduction on these 
cases will in almost every instance reveal muscle, 
tendon or fascia between the ends of the frag- 
ments, preventing reduction. 

We all agree on the importance of correct rela- 
tionships between the internal and external mal- 
leolar processes, and between the radial and ulnar 
styloid processes. Roentgenologists all recognize 
that failure to restore these relationships will 
result in a painful, disabled wrist in most in- 
stances. In persons of upper middle age, and in 
the aged, fractures about the wrist should be 
corrected if possible, and a roentgenologist may 
incur the antagonism of the surgeon if he attempts 
to stress the importance of such reduction. We, 
as roentgenologists, see many more of these pain- 
ful wrists than the general practitioner who orig- 
inally takes care of them. As a matter of fact, 
the man who so takes care of them does not see 
them later. The patients go to see someone else. 

Nature is a great healer, and what most of the 
speakers have said about the lack of importance 
of absolute restoration of anatomical position is 
perfectly true. The so-called “wiping process” 
which Dr. Halton described is certainly very evi- 
dent to those of us who see these cases years 
after the original injury. 

The value of the initial examination before re- 
duction of fractures and fracture-dislocations is 
particularly apparent in cases of epiphyseal sep- 
aration. I saw one case during the past week 
in which restoration was perfect, and in which 
the film after reduction would have been difficult 
to diagnose as a separation. 

Your treatment of fracture will be materially 
influenced in those cases where the fracture is a 
pathological one due to bone disease or bone 


tumor. 
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As to the causes of non-union, I agree with the 
remarks of Dr. Halton. 
be put on securely at the time of injury and 


Very often a cast will 
allowed to remain on for five or six weeks. 
During the first week or two in bed the patient 
loses weight rapidly. In cases of leg fracture 
particularly, the result will sometimes be a non- 
union, where if the original cast had been replaced 
earlier non-union might have been prevented. 


Dr. Charles B, Mabry, Jacksonville: 

I want to express my appreciation of the papers 
that have been so ably handled. 

Dr. Lorenz Bohler, of Vienna, stresses three 
points and these apply to practically all fractures. 
First, he says that we must bring the axis of the 
distal fragment into the axis of the proximal 
fragment. That holds true in every fracture. 
reduce the traction and 
Third, maintain the 

He uses non-padded plaster 


Second, fracture by 


counter traction. second 
position in fixation. 
casts which are not so common in this country. 
Of course, the extremity must be watched for 
swelling and the cast split when necessary. 

I agree that all fractures should be reduced 
immediately. The reason for this is that there is 
much pressure destruction of the soft tissues sur- 
rounding the bone. When there is overlapping 
there is almost double the diameter of the bone. 
The sharp ends of the bone compress the blood 
vessels, lymphatics and muscular tissue there and 
interfere with the circulation which has a great 
deal to do with the healing of your fracture. All 
structures should be put in their anatomical posi- 
tion as soon as possible therefore immediate re- 
duction should be done. That brings the normal 
alignment of your blood vessels, lymphatics and 
the soft tissue into being. 

In fractures of the wrist I think it is very im- 
portant to have, as Dr. Carlton says, the styloid 
of your radius distal to the styloid of the ulna. 
I also think in wrist reductions, before we ever 
quit, we should be able to flex the wrist to a 
right angle. If you can flex the wrist to a right 
angle, you are very likely to have a good reduc- 
tion. 

About ankles : 
flexing the knee in a right angle you can lengthen 
Fractured ankles must 


Dr. Lorenz Bohler says that by 


the heel cord about 6 cm. 
be completely reduced to anatomical alignment. 
One-half cm. poor alignment can and will cause 
a permanently painful ankle. Ankles must be 


correctly reduced. I do not think this can be 


stressed too much. A fractured ankle is a rather 
complicated affair, but by bending the knee to a 
right angle and then by manipulation of the ankle 
and application of cast you are very apt to have 


a good result, if done early. 


Dr. John R. Chappell, Orlando: 

Just a few words regarding anesthetics in 
fractures: To my mind the judicious use of 
anesthetics is an important factor in the reduc- 
tion of fractures. 

Dr. Carlton mentioned local anesthetics, also 
Dr. Herpel. 
basal anesthetic almost routinely, including a few 


Since last fall I have been using a 


cases of fracture, too few to judge from. How- 
ever, from the standpoint of convenience, it is 
certainly the ideal anesthetic for fractures. It 
is given very easily and acts admirably in over- 
coming muscular spasm particularly in children 
Give 60 mm. per kilogram of body weight. It is 
easily administered and acts well. Frequently 
the child is asleep before the unit is completely 
given. Surgical patients should have a larger 
dose. Nothing is more heartrending to a parent 
than to see a child put to sleep from gas oxygen 
or ether. Avertin produces a natural sleep. No 
nausea. It is certainly the ideal type of anesthetic 
for fractures in that it can be used in and about 


the x-ray room safely. 


Dr. F. A. Vogt, Miami: 


I have enjoyed the papers of Dr. Halton and 
Dr. Shaw very much. Also the discussions. | 
have not a great deal to add to what has already 
been said, but I feel that a few things should | 
more thoroughly emphasized. 

[ agree with Dr, Halton that plaster of paris is 
one of the best materials that we have to use for 
our splints. That is, we can make the splint fit 
the patient and do not have to make the patient 
fit the splint. 

In regard to carpal fractures, I would like to 


say this: If there is not a great deal of displace 
ment, thorough immobilization for a longe 


period than we have usually been employing will 
allow that group to heal. The blood supply to 
the carpal bones, as you know, is limited. In 
other words, it is similar to a fracture of the 
neck of the femur. In these particular cases | 
feel that thorough immobilization over longe! 
periods of time will very often cause absolute 
healing. Even in those fractures of the carpal 
bones that have been neglected for several months, 
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where your x-ray shows absorption of quite a bit 
of the bone, 1f you thoroughly immobilize that 
wrist joint, leaving the fingers so they can do a 
moderate amount of work, in anywhere from 
four to eight months you will see from an x-ray 
standpoint they are thoroughly healed. 

In regard to fractures of the lower end of the 
radius, | agree with Dr. Shaw that his method 
of prognosis is the nicest method of determining 
what is going to happen to these patients’ wrists 
later on. There is one thing I would like to ask 
Dr. Shaw in these cases, especially in regard to 
elderly or middle-aged people where you get an 
impaction and also much displacement. In sev- 
eral cases | have had I have been unable to abso- 
lutely lengthen the radius. With such an impac- 
tion of the lower end of the radius I think it ts 
almost impossible to lengthen it to where the 
lower end of the radius is in its normal position. 
When that happens I do not know what the 
prognosis would be. 

For the past three years I have been using 
Bohler’s method of splinting the bones of the 
forearm and carpus, using a non-padded plaster 
splint, a volar and dorsal splint. This leaves 
the fingers free for movement. After the fracture 
has been reduced by this method, in cases even 
where the anatomical reduction is not perfect, you 
can secure a fair degree of function. After three 
or four days remove the sling and allow the pa- 
I find 


that this applies even to these elderly patients. 


tient to do a certain amount of work. 


You may not get a perfect anatomical result but 
you will get a good functional result. 

I believe what we should strive to do in our 
treatment of fractures is cut out so much manip- 
ulation. Instead of a perfect anatomical reduc- 
tion, we should think of the later functional re- 
sults we are going to get. In lots of cases I 
really feel that we cripple our patients by our 
treatment. That is, we immobilize them too long. 
For fracture of the fingers or forearm we keep 
them in plaster casts for months. They are noi 
moved ; then when we take them out of the plaster 
splint, although your fracture is already healed, 
your muscles are contracted, the joint is stiff and 
it takes months and sometimes years before we 
can get the proper result. I feel that we should 
begin to work out some method of mobilization 
of certain parts of the limb that has been frac- 
tured. Dr. Morton-Smart of Edinburgh has re- 
cently brought forward a method of graduated 
I think a great deal of 


muscular contractions. 


that type of work. After the fracture is reduced 
the motion of the neuro-muscular apparatus is 
put into working order so that after the splint is 
removed we are better able to get a functional 


result. 


Dr. J. G. DuPuis, Miami: 

I am very glad to hear these excellent papers 
and discussions and just wish to say a word. 

I can remember the days when we had no 
X-Tavs , of course, they are gor xd and it would be 
hard to get along without them, and all that has 
been said is excellent—but to illustrate with a 
question: What might happen if we depended 
entirely upon the x-ray and suddenly the electric 
current be cut off ? 

Reciting one little incident that happened be- 
fore I reached medical school, being a youth of 
about sixteen years of age, when I observed a 
compound comminuted and mangled fracture of 
a goose’s foot, which impelled me to do some- 
thing for that helpless fowl. I bandaged it up 
the best I could with wooden splints and string 
and watched it with much anxiety to see what 
would become of this goose. When the splints 
were taken off the goose’s repair was excellent 
I feel that if nature did that wonderful repair to 
a compound comminuted fracture of that fow], 
it would be ready always to help the human 
family. That incident is one of the inspirations 
that suggested the studying of medicine to me 
I thought then that would be the last goose | 
would ever have for a patient, but it has been 
different ! 

I agree with Dr. Halton’s and Dr. 
papers relative to the value of the x-ray, but the 
point I would like to emphasize is this: It is 


Shaw's 


always a good and safe rule to look at the patient's 
opposite normal hand, normal arm, normal carpal 
and normal anything, and compare it thoroughly 
with the injured member both before and after 
you have made your x-ray, and align scrupulously 
the injured with the normal part of the body 
and then ask the x-ray to confirm your own 
diagnosis. 

Dr. Joseph Halton, Sarasota (concluding) : 

I am very glad to have read a paper which re- 
ceived so many discussions, and I appreciate 
them. 

Dr. W. M. Shaw, Jacksonville (concluding) : 

I have no further remarks to make, other than 

to thank the gentlemen for their discussions. 
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THE CIVIL LIABILITY OF THE 
PHYSICIAN TO THE PATIENT* 
C. D. Towers, LL.B., 
Jacksonville. 

In order to thoroughly understand the liability 
and duty which the law places upon a physician, 
it is first necessary to know something of the 
character of the relationship between the phy- 
sician, or surgeon, and the patient. The words 
“physician” and “surgeon” are used interchange- 
ably because, when passing upon the question of 
legal liability, the law makes no distinction in 
these terms. The relationship between the phy- 
sician and the patient is based upon the theory 
that the physician is trained and skilled in those 
subjects in which the ordinary layman is greatly 
interested but about which he knows very little, 
namely, the subject of his health and the health 
of his loved ones. Generally—or, at least, theo- 
retically—the ordinary patient follows unques- 
tioningly the advice of his physician. The rela- 
tion between the physician and the patient is one 
of trust and confidence. Because of these facts, 
the law tries to protect the layman when he enters 
into this relationship. 

Although the relationship of physician and 
patient is usually based on contract, nevertheless, 
the existence of a contract is not a prerequisite 
to the relationship. Notwithstanding the fact that 
the Courts, in some cases, use language sufficient- 
ly broad to convey the impression that a con- 
tract is necessary to the establishment of the 
relationship, no case involving malpractice has 
been found in which the patient has been denied 
the right to recover because of the non-existence 
of a contract with the physician. The existence 
of the relationship is a question of fact and not of 
law and the obligations of the physician result, 
not from the contract, but from the relationship. 
Very often the relation is purely a consensual 
one, that is, one based on the consent of the phy- 
sician to undertake the treatment of the patient, 
and the consent of the patient to be treated by 
the physician. When a physician undertakes the 
treatment of a patient, he assumes the resulting 
responsibility and liability, even though the ser- 
vices were performed gratuitously and even 
though the services may have been for the benefit 
of a third person, because the patient may always 
refuse to accept the services of the physician and, 
when he does accept them, the relationship is 


*Read before the Staff of Riverside Hospital, June, 
1933. 


established and the physician becomes liable to 
the patient for the treatment rendered. The situ- 
ation is not altered because of the fact that the 
patient has no ability to make a legal contract— 
for example, because of the patient’s infancy. 
Notwithstanding his legal disability, an infant, 
or person under twenty-one years of age, may 
engage a physician and the latter must conduct 
himself just as if he were acting under a binding 
contract. 

In order for the relationship of physician and 
patient to be created, there must exist the assent 
of the patient and a physician is liable for battery 
if he operates on a patient without first obtaining 
the latter’s consent, unless, of course, the opera- 
tion was performed in an emergency. It has been 
held, however, that the rule of liability to a patient 
for operating without the latter’s consent is sub- 
ject to the qualification that a patient, when he 
agrees to accept the treatment from a physician, 
gives to the latter implied authority to perform 
all acts and operations reasonably necessary in 
the treatment of the case. 

The welfare of the State demands that physi- 
clans, or surgeons, be careful as well as capable. 
In order to escape the danger of civil liability 
to a patient, a physician must possess that reason- 
able degree of learning and skill possessed by 
others of his profession—in other words, a phy- 
sician is bound to use such ordinary care, skill 
and diligence as physicians, or surgeons, in sim- 
ilar neighborhoods in the same line of practice, 
ordinarily have, or exercise, in like cases. There 
is, however, one exception to this general rule, 
namely, in the case where a physician is appointed 
by lawful authority to examine a person for in- 
sanity. In such an instance the physician is liable 
only for acts done in bad faith and is not held 
to that high degree of care that he would ordi- 
narily owe to a patient. The physician is equally 
responsible whether the patient’s injuries result 
from want of care or want of skill on the part 
of the practitioner. However, the law does not 
require that the physician use the highest degree 
of care and skill attainable, or known to the 
profession, but simply that degree of care, skill 
and knowledge ordinarily possessed and used by 
practitioners under similar circumstances. For 
example, it is not necessary for a physician in a 
town the size of Folkston, Georgia, or Callahan, 
Florida, to possess the high degree of care and 
skill that is possessed by physicians in a city the 


size of Jacksonville. The reasons for this dis- 
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tinction are obvious. A physician in a rural 
community does not have the same opportunity 
of attending large numbers of patients in up-to- 
date hospitals as do physicians in large cities 
and, therefore, cannot be expected to possess that 
degree of skill and experience that is ordinarily 
possessed by physicians residing in thickly popu- 
lated centers. It has been held that the skill and 
care required of a physician, provided he uses his 
best judgment, is not increased by the refusal of 
the latter to accept assistance in his diagnosis of 
a case, or his refusal to call in a consulting 
physician. 

In determining civil liability, a physician’s 
treatment is tested by the general rules and prin- 
ciples of the particular school of medicine which 
he follows and not by those of other schools. A 
physician who professes to follow one system, 
or school, of medicine, cannot be expected to 
practice any other and, if he performs the treat- 
ment with ordinary care and skill, in accordance 
with the principles of his school, he is not liable 
for unsuccessful results. For example, a physician 
who practices according to the rules of the home- 
opathic school, cannot be judged by principles 
followed by physicians who belong to the allo- 
pathic school. The Courts have gone so far as 
to hold that a Christian Science healer, in attend- 
ing a patient who knowingly sought such treat- 
ment, is required to use only that degree of care 
and skill employed by the ordinary Christian 
Scientist in practicing the art of healing. How- 
ever, the rule that a physician's skill and care are 
tested by the principles of his school, is subject 
to the qualification that the school must be a 
recognized school of good standing. In order to 
be entitled to recognition under this rule, the 
school must have rules and principles of practice 
for the guidance of all its members as respects 
diagnosis and remedies which each member is 
supposed to observe in any given case. 

A physician’s treatment is measured by present 
day standards and not by those that existed in 
the past. For example, a physician would, today, 
probably be held to be guilty of malpractice if, 
under ordinary circumstances, he attempted to 
set a broken bone without the aid of an x-ray, 
while a number of years ago such would not have 
For instance, about eight or ten 


heen the case. 
years ago, I defended a malpractice case brought 
against a Jacksonville physician wherein the 
plaintiff claimed that the physician was negligent 
because he had attempted to set a broken knee 


without the aid of an x-ray. It developed that 
one of the plaintiff’s ligaments had become inter- 
posed between the broken bones and, as a result, 
the patient was permanently disabled. The phy- 
sician’s services were rendered about 1912 or 
1913 when the patient was about twelve years 
old, although the suit was not brought for eight 
or ten years later, after the patient became of 
age. I conferred with a number of doctors in 
this city and was advised that x-rays were not 
in such common use during the years 1912 and 
1913 that a doctor who failed to use one could 
be said to be guilty of carelessness. Obviously, 
had the physician been judged by the standard 
of care and skill existing at the time the suit was 
instituted, he could easily have been found to be 
guilty of malpractice for his failure to employ the 
x-ray. For instance, it has been held that unrea- 
sonable delay in taking an x-ray picture which 
would have enabled the physician to treat to 
better advantage an injured elbow, was negli- 
gence on the part of the physician. 

However, while it is the duty of the physician 
to keep up with the advancement made by his 
profession, the physician is not permitted to try 
experiments on his regular patients. He should 
conform to the mode of practice established by 
the rules of the school to which he belongs, for 
the treatment of a given case, and, if he experi- 
ments with some other method, he does so at his 
peril, and is liable to the patient for the resulting 
injury. If a physician follows the established and 
approved practice, and is not guilty of gross 
negligence, he is not liable for injuries caused by 
the treatment. However, the use of a method, 
known and approved by the profession, although 
not generally used, is an exercise of proper care. 
A physician may employ new methods if they are 
approved. This qualification allows the profes- 
sion to make progress after the experimental 
stage in the development of a new method is 
passed. But it has been held that the physician is 
not liable if he fails to use the most approved 
method of treatment if the injury or disease is 
such that the patient is unable to stand same. 

A physician who professes to be a specialist, 
or, that is, one who has special knowledge and 
skill in the treatment of a particular organ, dis- 
‘ase, or type of injury, is required to use that 
degree of skill and care ordinarily possessed by 
physicians who devote special attention and study 
to such organ, disease or injury. His duty to 
his patient cannot be measured by the average 
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degree of skill of general practitioners, and the 
latter have been held not to be liable for making 
an incorrect diagnosis of a very rare disease 
which can only be detected by a skilled expert. 

It is also the physician’s duty to make a prop- 
erly skillful and careful diagnosis of the patient’s 
trouble and, if he fails to use the proper degree 
of care or skill in making the diagnosis, he is 
liable to the patient for the damages thus caused, 
just as much as he is liable for the application of 
improper treatment. It has been held that, if by 
the use of reasonable care and skill, the physician 
should have discovered that an ailment is incur- 
able, or will not yield to the usual treatment, and 
that the patient will not be benefited thereby, and 
fails to make such discovery and advise the 
patient thereof, he is guilty of negligence. 

One of the most common causes of malpractice 
suits results from cases where the surgeon, or his 
assistant, has closed an incision without removing 
all the sponges from the wound. The Courts have 
generally held that this is clearly negligent, and 
the surgeon has been held responsible regardless 
of whether he, or the attending nurse, failed to 
remove the sponges. It has been held that, 
merely counting, or accounting for, all the 
sponges is not sufficient to relieve the physician 
from liability. The Courts, in holding persons 
responsible in such cases, base their decisions on 
the ground that removing sponges is part of the 
surgeon’s duty and he cannot properly delegate 
same to some other person. If, however, the 
patient’s injuries are the result of negligent hos- 
pital attention which occurs subsequent to the 
physician’s attendance of the patient and, if the 
physician has no control over the hospital, the 
Courts have held that the physician is not liable 
for such negligent hospital attention. It seems 
that, if the person, or attendant, causing the dam- 
age was, at the time of his act, in the discharge 
of the surgeon’s duties, then the latter is respon- 
sible for the damage but, if the surgeon was under 
no duty to the patient at the time the damage was 
caused, he could not be held liable therefor. 
Therefore, it must be decided whether the hos- 
pital attendant was discharging his duty at the 
time of the injury or that of the physician or 
surgeon. 

Generally, hospitals, except those operated 
solely for charitable purposes, are liable for the 
negligence of physicians or nurses employed by 
them, even though the nurse may be acting under 
the general directions of a physician employed 
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by the patient. The Courts hold that hosprials 
operated solely for charitable purposes are not 
responsible for the negligence or malpractice of 
their physicians or attendants. It has been held 
to the same effect even in cases where the patient 
makes some payment towards the cost of board, 
such payment being regarded merely as a con- 
tribution to assist in maintaining the charity 

As a general rule, a person is liable for negli- 
gence even though he acted according to his best 
judgment. The required standard of careful 
conduct is not the opinion of the individual but 
is the conduct of an ordinarily prudent man under 
the same circumstances. An exception to this 
general principle is presented when a matter de- 
pends entirely on theory and judgment, as, for 
example, when a physician is called upon to form 
an opinion in reference to the ailment of his 
patient. In such case, if a physician uses care, 
skill and knowledge, he is not responsible for 
damages resulting from a bona fide error of judg- 
ment. ‘The law requires a physician to use skill 
and careful study and consideration in treating a 
case, but when the decision depends upon an 
exercise of judgment, the law further requires 
only that the judgment be bona fide and so it has 
been settled by the cases that a physician is not 
an insuror of the infallibility of his judgment. 
However, the judgment must be based on the 
physician’s skill, knowledge and care and an error 
of judgment may be so gross as to be inconsistent 
with the use of that degree of skill and care that 
it is the duty of every physician and surgeon to 
bring to the treatment of a case. 

In the absence of any special contract to cure, 
a physician, when he undertakes a case, does not 
guarantee a cure nor is any promise to effect a 
cure or even a partial healing to be implied. No 
presumption of want of proper care, skill and 
diligence is raised because the treatment by the 
physician resulted unsuccessfully. 

If a physician operates on a patient without the 
consent of the latter, or some authorized person, 
a technical battery is committed. For instance, 
the Court has held that where a patient only con 
sented to an operation on her right ear but, while 
under the influence of the anesthetic, was found 
to be suffering from more serious affliction of the 
left ear, and the surgeon operated on the latter 
ear, a trespass was committed for which the 
patient could recover for the damage suffered. 
It has also been held that a physician was liable 
for removing a bone from a patient’s foot not- 
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withstanding the fact that he had been directed 
by the patient, prior to the operation, not to 
remove any bone or part thereof. There is an 
exception to the rule that a physician is liable if 
he operates without the consent of the patient, 
namely, if the operation is performed in an 
emergency exists, the surgeon should secure not 
ample, where a patient consented to an operation 
and unexpected conditions developed during the 
course of the operation, or where some immediate 
action is found necessary for the preservation of 
the life or health of the patient and it is imprac- 
ticable to obtain the consent of the patient or 
anyone to speak for him. Surgeons usually pro- 
tect themselves from liability by having patients 
exccute agreements expressly authorizing the 
surgeon to perform the particular operation and 
to do any other work that the surgeon may deem 
advisable. Such an agreement protects the sur- 
geon performing the operation, provided, of 
course, that the agreement is signed by all persons 
to whom the surgeon owes a duty of care. For 
instance, if the patient is a married woman, or a 
minor, then, in addition to the consent of the 
patient, there should also be obtained the consent 
of the husband, or father, in order for the sur- 
geon to be protected against the right of the hus- 
hand, or father, for injury to his interest in the 
wife, or child, as the case may be; and, unless an 
emergency exists, the surgeon should secure not 
only the consent of the husband, or father, but 
also the consent of the patient, because it has 
heen held that a husband has no authority to con- 
sent to a dangerous operation on his wife and 
same would probably be true in the case of a 
minor of more than tender years. But it has been 
held that failure to obtain the father’s consent 
before administering an anesthetic to a minor 
seventeen years old, who, in company with his 
adult relatives, has applied to a surgeon to be 
relieved from a small tumor, will not render the 
surgeon liable to the father for the death of the 
boy. 

It is the duty of the physician who is attending 
a person suffering from a contagious, or infec- 
tious, disease, to warn members of the family and 
others liable to exposure, of the existence and 
nature of such disease, and to use such precau- 
tions as are necessary to prevent the communi- 
cation of the disease to other patients attended by 
him. If, knowing of the existence of such disease, 
he fails to warn those liable to exposure, or visits 
other patients without taking the necessary pre- 
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cautions to prevent the communication of the 
disease, the physician is negligent and is liable 
in damages to any such person suffering as a 
result of his negligence. 

It has been held that, if a physician has to 
leave town or, for some other necessary reason, 
must be away from a case, he may recommend 
or employ another physician to treat the patient 
and, in the absence of negligence in selecting such 
physician, will not be liable for the negligence 
or lack of skill of the substitute practitioner. 

However, to hold a physician responsible for 
negligence, the patient must have acted with due 
care in assisting in caring for himself and if the 
injuries result in part from his own contributory 
negligence, he has no cause of action. But the 
negligence of the patient must have been an active 
and contributing cause to the injury and where 
such negligence was subsequent to the negligence 
of the physician and merely aggravated the in- 
jury inflicted by the latter, the negligence of the 
patient affects only the amount of the damages 
recoverable by the patient. The law requires the 
physician to use reasonable care and = skill in 
determining the frequency of his visits, and due 
diligence in making those visits unless he has 
been discharged and the relation thus ended by 
the patient. It is the physician’s duty to give to 
the patient, or to his family or attendants, all 
necessary instructions as to the proper attention 
to be given to the case. Furthermore, the phy- 
sician, after his actual personal service is com- 
pleted, should give the patient proper instructions 
in reference to the future treatment of the ailment 
if it is not, at that time, completely healed. When 
the physician undertakes a case, he impliedly 
agrees to attend the patient throughout that ill- 
ness or until he has been dismissed. The patient 
accepts the treatment by the physician and is sup- 
posed to rely upon the judgment and knowledge 
of the physician and the latter is required to 
carefully and properly determine when the rela- 
tionship shall end, unless, of course, the rela- 
tionship is theretofore terminated either by the 
consent of the parties or by the patient's dismis- 
sal of the physician. 

The cases hold that the physician has presum- 
ably done his duty and in a malpractice suit the 
plaintiff has the burden of proving want of ordi- 
nary care and skill. The burden is not changed 
by the fact that the treatment resulted unsuc- 
cessfully, but if the treatment plainly indicates 
that the physician has been negligent the burden 
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of proof may shift and the physician has the 
burden of disproving the prima facie negligence. 
lor instance, the burden of showing care is on a 
physician who leaves a sponge enclosed in a 
wound after the performance of an operation. 

According to the ruling of the Supreme Court 
of Florida, a malpractice suit must be brought 
against the physician within three years or it is 
barred by the statute of limitations unless the 
action be one for battery or for the wrongful 
death of the patient, in either of which instances 
our statute requires that suit must be filed within 
two years. The general law seems to be that the 
statute of limitations on an act of malpractice 
ordinarily runs in favor of the physician from the 
time of the negligent act rather than from the 
time of the consequential injury. 

In conclusion, it has been attempted herein to 
cover very briefly, and in an elementary manner, 
the most important phases of the relationship 
between the physician and the patient from the 
time of the inception to the termination of the 
relation. It is hoped that it will be of some 
assistance to the physician in arriving at a better 
understanding of the duties and liabilities placed 
upon him by the law in the practice of his pro- 
fession. 





VARICOSE VEINS AND VARICOSE 
ULCERS OF THE LOWER 
EXTREMITIES* 

A. E. Drexe, M.D., 

Palatka. 

In treating this subject I will endeavor to elim- 
inate, insofar.as possible, as much of the ele- 
mental and simple phases of this disease process 
as will be consistent with perfect understanding. 
Those points will be emphasized which I consider 
of paramount importance in leading to a clear 
understanding. I will begin with a hypothetical 
case of an average victim. 

There walks, or rather limps, into my office 
a man of about 35 years of age, complaining of a 
sore on his left leg. This sore has been there 
for years. It has healed for short periods of 
time on several occasions. It has been the most 
disabling factor he has ever experienced and his 
physical efficiency has been very seriously im- 
paired. His work asa brakeman has become diffi- 
cult and he realizes that soon he will be unable 
to continue. When healed the slightest injury 


*Read before the Fourteenth Annual Meeting of Flor- 
ida Railway Surgeons’ Association, Hollywood, May 1, 
1933, 


causes a recurrence, and at times the pain is 
agonizing. 

Here is a man who is truly a victim. He is 
denied joyful indulgence in almost every phase 
of human endeavor and pleasure. His earning 
capacity has progressively decreased for several 
years. He is the lone supporter of a large family 
and has no savings to weather a financial storm. 
Here then is a case where it is imperative that 
the patient receive a curative treatment that will 
not take him off of his feet and job. 

The approach to this problem is accomplished 
through a general physical examination. Numer- 
ous and dangerous are the pitfalls for those who 
consider and treat the condition as purely a 
regional factor. Never forget that a benign in- 
jection treatment may be blamed for a death 
which was caused by an unrecognized and rapidly 
developing co-existing condition. An injection 
may be blamed for the subsequent appearance of 
a diabetic ulcer, or of gangrene, symptomatic of 
Buerger’s disease. Question closely for symp 
toms of coronary disease. A coronary throm 
hosis may be placed at the feet of the injection 
treatment, because of the similarity of the two 
processes, and the assumption that some of the 
solution gave a coronary irritation with thrombus 
formation. 

We now turn towards a regional examination. 
Varicosed veins are present in both legs, from 
the knees down onto the feet. There is an ulcer 
on the left leg just above the internal malleolus. 
In reviewing 64 cases of leg ulcers, Goodman 
found 25 on the right, 26 on the left, and 13 
bilateral. A!l on the left leg were varicose ulcers. 
Of these 73% were Wassermann negative. O! 
those on right leg 40% were Wassermann nega- 
tive. This case has a negative Wassermann. | 
shall leave to your memory the minor co-existent 
symptoms and secondary changes. 

The ulcer is about 2% inches in diameter, and 
presents the usual characteristics of co-existent 
granulation and necrosis. There is a large amount 
of exudate and some infection. Bacteriological 
study from the ulcer shows no constant organ- 
ism. Those present are secondary invaders and 
play no part in the ulcer process. In a review of 
320 cases, Baerthlein found staphylococci—308 


diphtheroid—178; colon—98; 
cocci—66. 


Cases ; strepto- 
‘yy . 

lhe ulcer is surrounded by edema 
which diminishes as it advances upwards on the 
leg. Pain is most marked in and immediately 
around the ulcer. 
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In order to gain a clear visual impression of 
just what is going on in this leg, we must have a 
definite vision of the anatomy of the vein. ‘This 
circulation consists of the superficial and deep 
portions. The deep system lies deeply among 
the muscles and bones, and is composed of the 
anterior and posterior tibial and peroneal veins. 
These unite to form the popliteal and extend up- 
ward into the femoral, external iliac, common 
iliac, and inferior vena cava. The superficial 
circulation is conducted in two principal vessels, 
the internal or long saphenous, and the external 
or short saphenous. ‘The short saphenous lies 
along the outside of the tendo-achilles and pos- 
terior aspect of the thigh and ends in the popliteal 
vein. The long saphenous, the principal offender 
in this discussion, lies along the medial aspect of 
the entire leg and enters the femoral in the groin. 
All of these veins possess valves. There are 
many anastomoses between the superficial and 
deep veins through the communicating veins. 

Before treating any case of varicose veins you 
must know the existing conditions of the super- 
ficial and deep veins. This is accomplished by 
the Trendelenburg tests and Perthe’s modifica- 
tion of the Trendelenburg tests. 

The Trendelenburg tests determine the efficien- 
cy of valvular function in the superficial veins. 
This is accomplished by emptying the varicosed 
veins and observing the direction and rate of re- 
filling. The vein may be emptied by compression 
at the lowest point with the right hand and strip- 
ping upward on the vein with the left hand. With 
both hands holding the compression, if the 
veins fill up rapidly the communicating veins are 
patent and their valves are incompetent. The 
saphenofemoral valve is tested in a similar man- 
ner. 

The Perthe’s modification of the Trendelen- 
burg test is the test for patency of the deep vein, 
and is by far the most important test. I then 
apply this test to my patient by spiraling an elastic 
bandage about his leg, from foot to knee. This 
bandage must be tight enough to obstruct all 
superficial veins. He is now asked to walk about 
for ten or fifteen minutes. If he experiences 
agonizing pain in the entire bandaged leg, we will 
know that his deep veins are occluded, and the 
entire leg is without any venous circulation as 
long as the bandage remains. This patient, how- 
ever, feels an increased comfort and we know 
that the deep veins are functioning and that the 


superficial veins are not compensatory. 


The recorded causes of these varicosities are 
legion and unconvincing. I will leave their in- 
vestigation to your private study. 

Now, let us consider the pathological physi- 
ology going on within these veins and in the 
region of the ulcer. It is here we would find 
information that has revolutionized the under- 
standing and technique of their treatment. 
Should we inject (as has been done) a small 
amount of lipiodol into one of the veins while the 
leg is supported in a horizontal position we would 
see by fluoroscopic observation that the flow is 
slowly towards the heart. If the leg were then 
lower to a 45° angle we would find practically 
a stand-still. Lowering the leg below this angle 
causes a reversal of the flow and the blood flows 
peripherally. We have here then a “vicious 
circle” of blood. As the blood flows upwards 
in the deep circulation a small percentage of it 
spills out into the superficial circulation, through 
the incompetent valves of the communicating 
veins. This blood then flows downward, through 
the superficial veins and endeavors to enter the 
deep circulation at a lower point. We now see 
the creation of a condition wherein some blood is 
removed from the general systemic blood stream 
and is deprived of an opportunity to become 
purified. Should we take a blood chemistry from 
one of these veins under standing conditions, we 
would find a non-protein nitrogen two to three 
times above that obtained from the arm in about 
65% of the cases. The COz content is definitely 
increased, and the Oz is definitely decreased. 

There is then initiated a process whereby the 
osmotic pressures of the tissue fluid and of the 
stagnant blood tend to become equalized and 
result in an extensive edema. This inactivated 
tissue area then becomes a veritable cess-pool of 
metabolic end-products. Tissue sloughing of the 
devitalized area is the result. 

Now, as we see and understand the process that 
produced this ulcer we can clearly understand 
what has to be done to set in motion the poisoned 
stagnant fluid that permeates the tissues of the 
ulcer area. This is accomplished by obliterating 
the dilated veins that permit their serum to flood 
the involved area. Obliteration of these func- 
tionless and harmful enemies will be striking at 
the source of the disorder. Obliteration of these 
veins does not increase the burden of the deep 
veins, but lessens their load, since the deep veins 
have been carrying their usual quantity of blood 
plus that amount involved in the “vicious circle.” 
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The first step of treatment must include cor- 
rection of any general and contributory condi- 
tions that will counteract local treatment. If 
these are not corrected the efficiency of local treat- 
ments will be greatly impaired. 

The history of local applications to varicose 
ulcers would sound like the history of materia 
medica. Every drug imaginable has been tried, 
and found wanting. 
sion that in typical varicose ulcers all local appli- 


I have come to the conclu- 


cation to the ulcer area of salves and antiseptics 
for healing effects are worse than useless. ‘They 
are more often harmful than helpful. They give 
the patient a new hope and sense of security. This 
new hope delays the proper curative treatment 
and the local pathology becomes worse and less 
responsive to the proper treatment. Larger scars 
finally result and give greater opportunity for 
the development of true trophic ulcers in the 
scar area. 

Surgical removal of varicose veins is a proce- 
dure for which I see no justification. Surgical 
treatment carries a mortality rate of about 7/10 
of 1%, and a high recurrence. The injection 
treatment has a mortality of about 24/10,000 of 
1%, and a low recurrence. Surgical treatment 
necessitates an anesthetic, hospitalization, and 
much anxiety and expense. 

Treatment of varicose veins by the injection 
method is nearly a century old. The solutions 
used have been many, going from perchloride of 
iron through iodotannin, alcohol, phenol, bichlo- 
ride of mercury, sodium bicarbonate, and many 
others. The modern solutions have been intro- 
duced within the past 15 years. 

The solutions used for injection are irritating 
to the endothelium of the veins and produce a 
chemical venitis. The venitis is followed by an 
adhesive clot formation, which organizes, and 
finally may become canalized. Stagnant blood 
from this point up to the next communicating 
vein, or up to the femoral junction becomes 
clotted and organized. The vein becomes con- 
tracted and hardened. 
contrasted to a true phlebitis, in that the venitis 
causes atrophy and no pain, edema, or extension 


The venitis never recurs. 


This sclerosing effect is 


of the venitis. 

Embolism is the cry raised by those opposing 
the injection treatment. This rarely, if ever, 
occurs with an improved technique. The clots 
are not of the infectious phlebitis type. Injection 
into the perivenous tissues is an embarrassing 


error in technique which may lead to a severe 


complication. The more irritating fluids will 
cause a slough of the infiltrated tissues. ‘lhe 
sugar solutions are the least apt to cause this com- 
plication. In cases where perivenous injection 
has been made, leave the needle in place in the 
perivenous tissues and inject 10 to 20 ce. normal 
salt solution to dilute the injected fluid. 
Contraindications to injection treatment are few 
and simple. There are two conditions that should 
be foremost in the mind of the examiner before 
treating any case by injection method. ‘These are 
occlusion of the deep circulation and infective 
If there 


is any history of an infectious phlebitis, be ex- 


phlebitis of superficial or deep veins. 
tremely careful. If the superficial veins are in- 
jected in the presence of a deep phlebitis, occlu- 
sion of both systems may result, and the end 
result would be a moist gangrene of the extrem- 
ity. Pregnancy is no longer a contraindication, 
but better and quicker results may be expected 
after delivery. When there are varicosed veins 
found in the upper thigh and lower abdomen, 
close examination must be made for portal throm- 
bosis, or obstruction of portal cirrhosis. Age 
and mild decompensation are not contraindica- 
tions. 

To sum up, we may say that all cases with a 
patent deep circulation and without infectious 
thrombophlebitis may be treated by the injection 
method. 

I have listed below the solutions employed in 
the order of preference: 

1. Calarose (Eli Lilly)—Invert sugar 75%; 


cane sugar 5%. Seldom causes cramp ; 


bo 


Quinine and urethane—Two cc. Is_ not 

painful and has advantages of small doses ; 

3. Invertose—plain solution—invert sugar in 
50%, 60% and 70% solutions ; 

4. Invertose compound—Invert sugar and so- 

dium salicylate—painless ; 

Sodium salicylate—20%, 30% and 40% 

solutions—marked cramps ; 

6. Sodium chloride—20% and 35% solutions 

and not more than 10 cc.—severe cramp. 


wn 


The invert sugar solutions are the safest and 
are giving satisfaction everywhere. 

We have selected calarose as our solution to 
be injected, and are now ready to make injections. 
We have selected a time when the edema is at 
low ebb and the veins are more readily accessible. 
The patient is sitting on the end of an operating 
table with his feet hanging down. If I would 
wish for the veins to fill better I would have him 
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A rubber tourniquet is applied just below 
I often use the cuff of a sphygmoman- 


stand. 
the knee. 
ometer, so that the pressure can be accurately 
gauged. We have now reached a very important 
stage, where success or failure will be determined. 
[ will give here my own procedure wherein | 
have modified the usual technique. This modifi- 
cation greatly expedites and increases the effi- 
ciency of the procedure, 

Since the result depends upon the cauterizing 
effect of the sclerosing solution upon the endo- 
thelium of the veins we will endeavor to inject 
the solution into an empty vein. The smallest 
calibered needle that the thick solution can be 
injected through conveniently is used. Any plain 
5 cc. syringe may be used for the insertion of 
the needles. Insertion is started adjacent to the 
ulcer area and at intervals of three to four inches 
apart. As each needle is determined to be in the 
vein the syringe is removed from the needle and 
a blunt pointed stilett is inserted a short distance 
beyond the point of the needle. After all needles 
are inserted in this manner the leg is elevated and 
the veins drained of blood. The tourniquet is 
replaced and the leg lowered to a horizontal posi- 
tion. Injections are now made through each 
needle. A Luer-Lok Control Pressure Syringe 
is most satisfactory. At the completion of each 
injection the needle is stabbed on through the 
opposite wall of the vein, so that there will be no 
leakage through the needle. The syringe is now 
removed and the next needle injected. The 
needles are removed after several minutes and 
sponges bandaged over the puncture areas. The 
tourniquet may now be removed. 

With this technique the procedure has been 
expedited. The sclerosing solution has been held 
in undiluted contact with the venous endothelium 
for a satisfactory period of time, and the reflux 
of blood through the needle punctures has been 
minimized. 

Now we are confronted with the selection of a 
bandage. In this selection two factors must be 
present for satisfactory results. These two fac- 
tors are compression, and not changing the band- 
age every day. [Employment of these will cure 
ulcers, even though the veins are not injected, 
but recurrence will always loom ahead. 

The elastic Ace bandage offers compression 
that is readily applied, easily controlled and eco- 
nomical. A 3-inch bandage, of five yards or more 
Now, place a com- 


in length is satisfactory. 
press, smeared with any mild ointment, over the 


ulcer and hold in place with several turns of 
bandage. ‘Take any ordinary good quality bath 
sponge and place over the ulcer area so that it 
will overlap the ulcer margins. Now anchor this 
sponge with several turns of bandage. Apply 
the Ace bandage, starting just below the knee 
and including the arch of the foot by a figure 
8 turn. 

lor several dressings this bandage is changed 
not oftener than about every fifth day. There is 
no better dressing for the ulcer than to be bathed 
in its own serum exudation. The bandage is not 
to be changed earlier unless the discharge is very 
profuse and becomes obnoxious, or unless it 
becomes very painful, in which case it will usually 
be found that the Ace bandage has slipped. 

After a few dressings, the interval between 
dressings can usually be stretched to seven days. 
The patient is instructed that it is necessary for 
him to be on his feet most of the time. The 
sponge and bandage acts as a pump, working 
with the contraction of the leg muscles while 
walking. ‘The sponge and bandage are to be 
alternated with fresh ones and laundered before 
the next dressing. 

This bandage has one disadvantage—the ten- 
dency to slip and give an unequally distributed 
pressure. In careless and ignorant individuals, 
and in those with an awkwardly shaped leg for 
keeping the bandage in place, the Unna Boot is 
recommended. This gives a splendid boot that 
will not slip, but once applied is not adjustable. 

Any veins missed may be treated in the same 
manner at any later dressing. If the ulcer is 
extensive skin grafting may be added under the 
bandage. 

A few weeks later it will be found that the ulcer 
has entirely healed; the leg has become much 
smaller and the old ulcer area smooth. The pa- 
tient is happy and the doctor is contented. 





OUR PART IN THE NEW DEAL* 
NATHANIEL [L., SPENGLER, M.D., 
Tampa. 

Today it is my privilege, upon invitation of 
the program committee, to speak for fifteen fleet- 
ing minutes on the program that Dr. Black and 
his colleagues have formulated to meet the man- 
ifest crisis in American medicine. 

The sponsors of the new deal have acknowl- 
edged with an audacity we had come not to 


*Read before the Florida Midland Medical Society, 
Lakeland, October 26, 1933. 
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expect in American politics, that difficulties as 
dire as ours may require remedies more drastic 
than we have been accustomed to consider and 
from a Congress that was more reluctant than 
it seemed, they have wrung permissive legislation 
that makes drastic experimentation possible in 
the fields of political action and economic control. 

The medical spirit long drugged by the narcotic 
of inaction must be revived. Never has a national 
demand, save in war time, been heartened by a 
wider or more urgent demand, and today it is in 
anticipation of short sighted protests and selfish 
purposes that may, in the months immediately 
ahead, seek to steal the livery of a legitimately 
critical consideration of our economic program 
that I, as a doctor, want to suggest the attitude 
I think current circumstances require that Amer- 
ican medicine take toward our economic program. 

Neither the New Deal nor New Dealers can 
rightly ask exemption from the sincere and sus- 
tained critical judgment of the opposition, the 
quacks and patent medicine vendors. We cannot 
claim infallibility, and by that sign regard a con- 
structively critical analysis of our plans lese- 
mageste. Our economic program is not a divine 
revelation that we cannot question without im- 
piety. It is simply an expression of the best 
judgment of a group of intelligent men who, 
under mandate from us, are fighting against time 
to prevent a collapse of our sacred traditions 
which are for the many instead of the few. It 
is important that we let our best critical judgment 
play continuously upon the various parts of this 
program. 

But we have reached a critical juncture in 
American affairs ; the circumstances of this new 
age of science and technology have made much 
of the policy and practice alike of American 
medicine obsolete. Far-reaching readjustments 
in structure and function, long overdue, are now 
imperative. And the clock will not wait while we 
dally. The ghost of social collapse is at our 
windows and council chambers. Under such cir- 
cumstances the normal chess play of selfish mo- 
tives is not only irrelevant but treasonable, 

It is of supreme importance to our profession 
and to the toiling millions that our leadership 
should be given the utmost of understanding 
collaboration in its historic task of readjusting 
an old order to a new world. 

The national crisis has given unprecedented 
force to the appeal of the public problems. With 
fresh minds and whatever new trials of economic 


policy may be necessary to lead us into a stable 
and significant future, we must be prepared to 
meet them. I believe that the rank and file of the 
doctors will answer this appeal of their leader- 
ship with universal and ungrudging support. 
For, whatever a few laggard leaders may think 
the masses of American doctors are learning in 
the harsh school of experience that we are past 
the point at which beating the tom-tom for obso- 
lete traditions of policies and economics can 
bring recovery and stabilization to the American 
doctor. 

It was not always so; in the days of our phan- 
tom prosperity we were sleek and self-satistied. 
We were well-fed and wanted nothing so much 
as to be let alone. We were impatient of those 
queer persons who were forever raising critical 
questions about our profession. As if anything 
could possibly be wrong with a profession that 
paid such excellent dividends. 

The era of prosperity that ended in 1929 was, 
in consequence, an era in which new ideas in the 
field of medical economics did not sweep the mass 
minds of doctors. As an old Scotch phrase puts 
it, the heather was wet and fires did not sweep 
easily across the fields. The program now before 
us would have been laughed out of court by the 
doctors then hovering over real estate profits and, 
even the littke man was drunk with dreams of 
paper profits of speculation, and so turned a deat 
ear to the advocates of economic adjustments that 
might well have averted the disaster that has 
darkened our lives. 

Today the situation is exactly the reverse. The 
heather is dry; disillusionment has done its per- 
fect work ; the profession is straining at the leash 
of old dogmas and economic policies that have 
failed to keep hunger from the stomach, cold from 
the body, and fear from the heart. Doctors 
everywhere are fumbling blindly for some way 
out of the blind alley into which a blind leader- 
ship has led them. 

This historic hour of our crisis has arrived. 
Our program of economic recovery rests with 
each community. It is not for us to speak of a 
European country as a guide for America when 
some of them are not as large as some of our 
states. America more clearly represents the 
whole map of Europe. There is not a condition 
in all Europe that cannot be duplicated by some 
part of America. I am all the more content to 
restrict myself to this one aspect of our economic 
program because, in my judgment, it is not only 
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the most important single emergency measure 
before organized medicine, but for the long 
future, is imperative if our profession is to en- 
dure. 

I do not speak as a new convert to this doc- 
trine. In season and out of season, I lifted my 
voice and lent my pen to the proposition that we 
must move to better service, average fees and 
smaller profits for service rendered or resign 
ourselves to an increasing insecurity and the ulti- 
mate collapse of our high powered machine. 
From the onset of the depression until today I 
have not wavered in this conviction. I have con- 
sistently contended that the very continuance of 
our present economic policies would end in ruin- 
ous competition of the sweat shop variety. 

In this hour of national crisis, I cannot do other 
than repeat, that our economic machine is in 
trouble because our capacity to serve has not kept 
pace with the capacity of the public to pay. It 
is obviously self-defeating for us to get ourselves 
into position to give vast quantities of service 
unless, at the same time, we see to it that there 
are vast masses of customers ready with money 
with which to pay. Unless we can break the back 
of contract practice, quacks, civic and government 
intrusion on our field, even our existing invest- 
ment will become a frozen asset. 

We must not fall into the easy error that things 
will take care of themselves. The contrary may 
be true. The working millions are not only in- 
dustries’ servants ; they are our customers. It is 
our duty to see that they are free to choose from 
among us. Despite its complexities, a simple and 
single challenge has coiled at the heart of our 
economic depression through which we have been 
passing. Can we prove ourselves as capable in 
producing consumers as we have proved our- 
selves in producing service? Unless we can, we 
must resign ourselves to the certainty that our 
economic order will slump into chronic depres- 
sion and suffer ultimate collapse. 

This is the beating heart of our medical recov- 
ery program. Political leadership is now trying 
to bring about what the best business leadership 
has known, all along, must be brought about if 
our government is to be kept a going concern. It 
may be said that the higher wage and shorter 
hour program can prove both practical and profit- 
able to the doctors who hold industrial contracts, 
but it may mean incredible hardship, if not in- 
solvency, to the doctor barred from this field by 
exclusive contracts. There is a point here for 
the transition period, but no formula, looking to 


economic recovery can work equal and exact jus- 
tice in all directions. I am reminded here that, 
since 1929, we have been working under a blankct 
order from chaos, and I think we can, with less 
danger, run the risk of a blanket order from the 
spirit of better cooperation. Here is a magnifi- 
cent opportunity for the medical profession to 
step into the breach and with a spirit compounded 
of courage and caution to follow the flight of the 
Blue Eagle. Failing that, the government itself 
may have to face the problem for us and issue 
blanket orders for our direction. 

It may be said that private initiative is at stake 
in the whirl of affairs in medicine. Let us be 
honest. It is. Rugged individualism is on the 
run. This throws an unprecedented challenge to 
the sincere friends of private initiative. I count 
myself among the friends of private initiative. 
I am not at all enamored of the prospect of hav- 
ing my own and the profession’s life ordered 
about by bureaucrats. In the long run I doubt 
the wisdom of having political persons dictate in 
detail the plans and procedures of American 
medicine. I am convinced that if private initia- 
tive dies on this continent its friends will be re- 
sponsible for its death because they failed to make 
it serve the national life effectually. 

Mr. Roosevelt does not want to be a dictator, 
but neither an intelligent pres‘dent nor an impa- 
tient people will stand by and see the medical 
profession sink just in order to preserve the 
dogma of private initiative. It lies. I think, with 
the leadership of American medicine to say just 
how far infringement upon private initiative shall 
go. If the leadership of American medicine will 
pool its varied genius in a local and nationally 
integrated effort to work out our economic pro- 
gram neither Mr. Roosevelt nor Congress will 
spend much time trying to fasten a dictatorship 
on us. 

As I see it we have no choice; we must either 
find ways and means of making our economic 
program work or give up the ghost as far as beat- 
ing our way back to prosperity is concerned. 
After having developed a plan capable of emanci- 
pating medicine from poverty, drudgery, and in- 
security, we surely do not want to dismantle it 
and go back to the ox-cart simplicity and starved 
lives of pioneer periods. 

To the promotion of this plan of our program 
we must give ourselves with something of the 
devotion that animated men in the crusades of 
earlier days and steeled our nerves in the grim 
days of war. 
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AMEBIC DYSENTERY 

The recent outbreak of amebic dysentery in 
Chicago, unfortunate as it is, may have been 
necessary to direct the attention of the medical 
profession to the fact that this disease is appar- 
ently on the increase in the United States and 
has become a true public health hazard. The 
ease with which we now travel from one portion 
of the country to the other and the numerous 
contacts which we make in our rapid transits 
permit the infected individual, who happens to 
be a traveler or a wanderer, to be of much greater 
hazard than the individual who resides in_ the 
same community year after year and whose con- 
tacts are necessarily limited. 

ne factor which leads up to difficulty in 
diagnosis is the chronicity of the subacute type 
with its periods of acute exacerbation often sev- 
eral months apart and usually of short duration. 
The acute type with many evacuations, cach one 
associated with tenesmus and containing blood, 
mucus and pus with rapidly developing toxic 
symptoms and prostration, focuses our attention 
to this condition at once. The diagnosis can only 
be positively made by the discovery of the Enda- 
moeba histolytica in the stool. Many of us have 
not seen the Amoeba since our student days and 
we have in part forgotten several factors which 
are essential to the discovery of the Amoeba. 

Kirst, the stool must be warm. In the hospital 
where the discharge can be taken to the laboratory 
immediately after the evacuation, this factor is 
of little moment save that the examination should 
he immediate. However, in private practice 
where our patient may live several miles away, 
the technique is somewhat more complicated. 
Unquestionably, the better procedure is for the 
physician to carry his microscope and the neces- 
sary solutions, normal saline and an especially 
prepared iodine solution, to the home, there mak- 
ing the examination. 

When the examination is to be made in the 
office the attendants are always instructed to 
deliver the stool to the laboratory warm. That is 
not sufficient, however, for often in order to 
keep the stool warm the attendant places the 
bottle containing the feces in a container filled 
with very hot, sometimes almost scalding, water. 
This immediately kills the Amoeba and upon ex- 
amination only the cystic forms are discernible 
and without special staining they are usually 
missed or overlooked. The attendants should 
be carefully instructed that the containers should 


have water but little above blood heat to prevent 
the destruction of the Amoeba. In southern 
Florida, save in the few cold days of winter 
months, the Amoeba will live for many hours 
without special care. 

It may be of further interest to the physician 
to realize that in a stool which is fresh, some- 
what below blood temperature or even slightly 
chilled, the activity of the contained Amoeba may 
be increased by warming it or the slide before 
placing the material for examination upon the 
latter. This will bring the Amoeba back to activ- 
itv, in which state they are the more easily iden- 
tified. 

(ne examination is not sufficient to make a 
negative diagnosis; many slides should be exam- 
ined from a number of stools and the portion of 
the material for examination should be selected 
because of its blood-tinged mucus. The latest 
diagnostic feature is culturing a portion of the 
stool on a special prepared media. This method 
may bring to light the presence of organisms in 
a stool which has been examined several times 
but in which no Amoeba were found due to their 


scarcity. 


ELECTION OF OFFICERS 


It may not be amiss to call the attention of our 
members to the near approach of the time when 
so many of our county societies elect officers. The 
method so often adopted of rotation in office is 
not a sound one for a medical society, whether it 
be democratic or not. A few men in every group 
are outstanding, willing to give of themselves 
and work faithfully for the good of the unit. 
Rotation in office within a group of that character 
would be a fine thing for any society and it would 
advance. 

A second group are able, but often indifferent. 
make good presiding officers but have no, or fail 
to display any, great initiative. These constitute 
the greater number of any group and under this 
leadership we only mark time. 

The third group comprises those who rarely 
attend, who seek membership only for what they 
can get out of it, mayhap some office to occupy 
which requires membership in a county society. 
Fortunately, this group is small, but under it 
the society would retrograde. 

Often when filling the post of delegate to the 
State Association, not enough thought is used in 


the selection. Seemingly anyone who has not 
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served before is eligible. This should not be. 
The House of Delegates is the law making and 
regulating body of the State Association. — Its 
membership should consist of the individuals who 
have clear vision, willingness to serve, who know 
of our problems and will attend the meeting. 
With the apparent trend toward change in the 
relationship of physician and patient, we need the 
lect the 


active, farseeing, vision-grasping person to office. 


best, the most capable, to lead us on. 


CORRESPONDENCE 


Amenic DyseENTERY 
The following letters have been received from 
Dr. Herman Bundesen, President of the Chicago 
Board of Health: 
“November 23, 1933. 


“Dear Doctor Richardson: 


“To keep you informed of the progress of the 
outbreak of amoebic dysentery having its prob- 
able origin in Chicago, I am writing to advise you 
that to date we have had 302 cases, involving 96 
cities, 265 carriers and 22 deaths. It has been 
traced to almost every state, as well as to Canada 
and several foreign countries. 

“In the November 18th, 1933, issue of the 
Journal of the American Medical Association, 
there is a preliminary report of the Chicago out- 
break of amoebic dysentery, together with an 
editorial, as well as information on the diagnosis 
and treatment of this disorder. 

“In the editorial, page 1643, is the statement, 
‘Repeatedly, American investigators and_ clin- 
icians have emphasized the increasing menace of 
amebiasis in this country.’ The number of cases 
of this disease that we have traced from Chicago, 
indicates that amoebic dysentery threatens to 
become a major public health problem in your 
state. 

“We are daily learning of cases of amoebic 
dysentery in which a diagnosis of appendicitis or 
ulcerative colitis has been made with subsequent 
operation and usually fatal outcome. ‘The correct 
diagnosis is made only by autopsy on these cases. 
Many cases of amoebic dysentery are being 
treated as intestinal influenza and mucous colitis, 
appendicitis, or ulcerative colitis. 

“We would appreciate it greatly if every phy- 
sician would advise us of any cases of amoebic 


dysentery with which they come in contact where 
there is a probable Chicago origin, giving us the 


name and address of the patient. It is our pur- 
pose to contact these patients by letter, so that 
we may learn the names of the hotels and restau- 
rants used by them in Chicago. In this way, we 
hope to get important data which will enable us 
to find the carriers or cases responsible or their 
infestation. 

“Any assistance which you may give us in this 
matter will be deeply appreciated.” 


(Signed) Herman N. BUNbDESEN, M.D. 


“December 2, 1933 


“Dear Doctor Richardson: 

“So that you may be informed as to the present 
status of the amebiasis situation as it confronts 
us here in Chicago, | am giving you the following 
figures for your information : 

“To date there have been reported 419 cases, 
involving 138 cities, with a total of 26 deaths. 
Apparently these cases originated in) Chicago 
We have also discovered 384 carriers. 

“May I also list chronologically for you, the 
various steps in relation to this outbreak and its 
control: 


“For some years, approximately two cases of 


amoebic dysentery have been reported cach monthly 


to the Board of Health. On August 15, a report 
of two cases in hospitals in Chicago came to out 
attention, and investigation revealed that) both 
patients had caten at one hotel in this city. An 
immediate examination was made of all food 
handlers in this hostelry. These exam nations, 
completed by September 1, indicated sixteen pet 
sons with active diarrhea whose stools contained 
ndameba histolytica, and eleven carriers of the 
organism. 

“Since available statistics indicate that approx 
imately 5 to 10 per cent of the entire population 
are infested, this observation did not seem to be 
reason for serious concern. ‘This was particu 
larly the case since an outbreak in another Chi 
cago hotel in 1927 had apparently been fully con 
trolled by the establishment of certain stringent 
sanitary precautions. These same precautions 
that controlled the 1927 outbreak, were estab 
lished in the hotel concerned in the present out 
break and are still in force. In the meantime, the 
situation was continuously studied. 

“As further clinical cases were not reported 
from either the hotel concerned or the city at 
large, it did not seem necessary at that time to 


make general announcement. Nevertheless a 
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preliminary report was read before the American 
Public Health Association meeting in Indian- 
apolis on October 9 and released to the press 
which, unfortunately, did not apparently consider 
the item of enough significance to give it wide- 
spread circulation. 

“The incubation period of amoebic dysentery 
may be as long as 94 days. Therefore, about the 
middle of October, reports began to come in, 
indicating the presence of some cases outside 
Chicago among persons who had stopped at the 
hotel concerned during the previous four months. 
Steps were taken immediately to re-examine 
every food handler as well as the non-food han- 
dlers. Moreover, questionnaires were sent to all 
persons who had registered at the hotel during 
June, July, and August. As these questionnaires 
were returned, the Board of Heaith of the City 
of Chicago used the long distance telephone and 
telegrams to apprise both physicians and patients 
of the necessity for a study of every case of diar- 
rhea for possible amebiasis. 

“By November 5, although only one-fifth of 
the questionnaires had been returned, enough well 
authenticated data were at hand to justify us in 
beginning to assemble them for publication. Full 
reports were made and published in The Journal 
of the American Medical Association, the infor- 
mation being released simultaneously to newspa- 
pers and news periodicals on November 14. 

“From the first day that we were notified of 
the existence of a case of amoebic dysentery, and 
every day thereafter, as soon as a case was re- 
ported to us, we immediately notified the State 
Director of Health at Springfield, [linois, and 
he in turn made a report of those cases to the 
United States Public Health Service by telegraph 
each Monday. After thoroughly investigating 
the situation here in Chicago, Dr. Roscoe R. 
Spencer, of the United States Public Health 
Service, issued the following statement : 

“ “Everything humanly possible has been done 
to control the outbreak. There is certainly no 
need for any general alarm. Dr. Bundesen and the 
Board of Health are to be congratulated on the 
promptness, aggressiveness and thoroughness 
with which the situation has been handled.’ 

“I shall appreciate it if you will advise me of 
any cases with a possible Chicago origin that 
come to your attention, and I shall keep you in- 
formed, from time to time, as to what is occur- 
ring.” 

(Signed) Herman N. Bunpesen, M.D. 


RADIO BROADCASTS, 1932-1933 
The following broadcast was arranged by the 
Public Relations Committee of the Florida Medi- 
cal Association and given over station WRUF, 


Gainesville: 


THE REDUCTION OF INFANT 
MORTALITY* 
G. S. Ostncup, M.D., 
Orlando. 

It has often been said and truly that the medical 
profession is striving diligently to work itself out 
of a job. Year by year it is discovering and per- 
fecting means by which human suffering can be 
alleviated and human life prolonged. ‘There is 
no more striking proof of the success of these 
efforts than that shown by the sharp decrease in 
infant mortality. It has always been true, and 
probably always will be, that the highest death 
rate in the human race is during the first year of 
life! Over one-half of the infant deaths take 
place during the first month after birth. Follow- 
ing this first year, the death rate falls year by 
year until the age of puberty, ten to fourteen 
years, at which time the mortality: rate is the 
lowest of the entire life span. 

Statistics are dull and I quite appreciate that 
the radio is a poor means of driving them home 
forcibly, but when I say that the infant mortality 
has dropped from 101 per thousand as recently 
as 1918 to 64 per thousand for 1930, a clear 
saving of 37 lives for each one thousand live 
births, you have some conception of what has 
been accomplished. 

The primary credit for this enormous conser- 
vation of life must go to the medical profession 
as it was its knowledge of the causes of the 
high death rate, gained through years of inves- 
tigation and experience, that blazed the trail 
which is today being followed by so many wel- 
fare agencies of various kinds. 

For example, many of you remember the dread 
with which mothers of young infants faced the 
“second summer.” It was well known that this 
was a critical period for every infant. The death 
rate was exceedingly high, principally from so- 
called cholera infantum. It was the physicians 
who discovered that milk-borne infections were 
the principal cause of this disease. It was the 
medical profession which gave impetus to the 


*Broadcast delivered under auspices of Florida Med- 
ical Association over Station WRUF, Gainesville, March 
5, 1933. 
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campaigns conducted all over the world for the 
production of clean milk. Working hand in hand 
with dairy associations, welfare organizations, 
and various governmental bureaus, deaths from 
diarrheal diseases have dropped almost fifty per 
cent. 
counter the severe summer diarrheas, particu- 
larly in communities where the milk supply is 
carefully supervised and where mothers have been 
taught how to avoid this particular danger. 
Many factors other than the milk have entered 
Hous- 


Rather infrequently now does one en- 


into this marked reduction in death rate. 
ing conditions play a decided part. A survey in 
one city showed these rather startling figures: in 
a house containing less than one person per room, 
the mortality rate was 55.1; in a house containing 
one person, but less than two persons per room, 
the death rate was 125.9; in a house containing 
two persons, but less than three persons per room, 
the death rate was 170.2. Sanitary facilities play 
a great part in mortality rates. Poverty is known 
to increase infant mortality. The employment of 
the mother has a decided influence on the infant 
death rate. Almost twice as many infants die 
where the mother is employed away from home 
as in cases where she is not employed. 

There is a wide discrepancy between cities of 
the same size. Some witha population of 50,000 
to 100,000 have a mortality rate of only 41 while 
others of the same size have a rate as high as 150. 
Some cities with a population of from 10,000 to 
25,000 have a rate as low as 26 and others one as 
high as 161. 
many factors ; character of the public health work, 


This wide discrepancy is due to 


racial characteristics, density of population and 
definite efforts toward lowering the mortality rate. 

The efforts of physicians to prevent contagious 
diseases are bearing fruit. We have long known 
and have proved time and time again the efficacy 
of vaccination for the prevention of smallpox. 
No right thinking person can deny this fact. We 
now have in our armamentarium a means of pre- 
venting diphtheria which is entirely efficient and 
without danger. Typhoid fever can also be pre- 
vented. It now seems probable that some day all 
the contagious diseases will be conquered. 

The care and feeding of infants is a subject to 
which much time should be devoted, as it is in this 
field that great strides have been made within the 
past few years. Owing to improved methods, we 
feel confident that the resistance of the children 
of the future will be so increased that a longer, 
happier and healthier life is assured for them. 


Breast milk is the best food of all for the young 
infant and I wish to stress the importance of 
establishing and maintaining breast feeding wher- 
ever and whenever possible. It is an unfortunate 
fact that breast feeding by young, apparently 
healthy, mothers in the cities, is becoming less 
and less frequent. In fact, it is unusual to find 
an urban mother who can successfully nurse her 
Why this should 


be true, is a subject for much discussion. It is 


infant as long as nine months. 


not through unwillingness on the part of the 
mother as the vast majority of them are anxious 
to nurse their infants. No doubt this problem 
will be solved before many years have passed, and 
when the solution is reached another milestone of 
progress will have been passed. 

Illegitimacy seems to be another great factor 
in increasing the death rate. While accurate fig- 
ures are hard to obtain, it seems certain that there 
are three to four times as many deaths among 
illegitimate babies as among infants of married 
parents. 

The mortality in colored infants is much higher 
than in white, probably due to a combination of 
the factors mentioned above, ignorance, poverty, 
poor housing and poor sanitation. 

Deaths during the first 24 hours of life are 
frequent. This is the result of birth injuries, 
congenital malformations, improper care of the 
pregnant woman and hereditary diseases. It 
seems probable, through proper education of the 
prospective mother, and through proper treat- 
ment, feeding and care of the newly born infant, 
that the death rate during the new born period 
can be greatly reduced. 

The medical profession, having all these facts 
at hand, has been striving diligently for years to 
bring about the excellent results so far obtained 
in reducing infant mortality. Looking into the 
future, it is easy to see that still greater improve- 
ment is assured. What nobler ideal than to spend 
one’s life in an endeavor to guarantee to every 
infant born his full span of days free from de- 
formity and disease, sound in mind and healthy 
in body, that he may fulfill his destiny and help to 
improve the lot of the human race. 








PATRONIZE JOURNAL ADVERTISERS 

Advertisers in our Journal bear the stamp 
of approval of the American Medical Associa- 
tion and also of the Florida Medical Associa- 
tion. They are worthy of the patronage of 
our members. 
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STATE NEWS ITEMS 
Dr. E. W. Warren of Palatka attended the 
meeting of the Southern Medical Association in 
Richmond during the month of November. From 
there, he proceeded to Baltimore where he spent 
some time at the Johns Hopkins Hospital. 


* * * 


Dr. H. C. Babcock has returned to Miami from 
a stay at San Diego, California. He is located at 
828 Brickell Avenue. 
x * x 


Dr. Henry Hanson, Jacksonville, Siate Health 
Officer, attended the meeting of the Southern 
Medical Association in November 
14-17. While in that city he also attended the 
meeting of the American Society of Tropical 
Medicine and the National Malaria Committee. 
Dr. Hanson was elected chairman of the National 
Malaria Committee for the ensuing year. 


Richmond, 


* 2 s 


Dr. J. W. Hodges, who spent the summer at 
Hampton, Virginia, has returned to Miami where 
he will again serve as house physician at the 
Gralynn Hotel. 

: @¢ @ 

Dr. J. A. Stanford has returned to Ft. Lauder- 
dale after an absence of two years and has opened 
offices in the Sweet Building. 

* * * 

Dr. Herrman Harris of Jacksonville was chief 
speaker at the local Lions Club recently. He 
gave a very interesting discourse on “The Human 
Heart.” 

* * * 

Dr. Reddin Britt of St. Augustine has returned 
from the meeting of the Southern Medical Asso- 
ciation held in Richmond the middle of Novem- 
ber. He also spent some time at Duke University 
while on this trip. 

* * * 


Drs. G. M. Dawson, S. Ward Fleming, W. Y. 
Sayad and V. D. Stone of West Palm Beach 
spent some time in Chicago during the month of 
October, where they attended the meeting of the 
American College of Surgeons. 

x * * 


Dr. R. B. Lingeman of Ft. Lauderdale has 


returned from a two months’ vacation spent in 


Indiana. 


Dr. G. H. Edwards of Orlando recently ad- 
dressed the Federation of Women’s Clubs of 
Lake County at Clermont. His subject was 
“Fads, Fancies and Allergy.” 


* * * 


Dr. J. S. McEwan of Orlando attended the 
meeting of the Southern Surgical Association at 
Hot Springs, Virginia, during the month of 
November. He presented a paper before the 
gathering on “Spontaneous Rupture of the Liver 
Associated with Malarial Fever.” 


* * * 


Dr. L.. M. Anderson of Lake City was recently 
honored by the Columbia County Post No. 57 
of the American Legion. Following is the cita- 
tion of the Post: 

“The victories of peace and the character of 
its heroes are as deserving of recognition as are 
the illustrious dead of the world’s battlefields. In 
recognition of this fact distinguished service has 
been awarded a place of honor in the affairs of 
men, and in witness thereof Columbia County 
Post Number 57, American Legion, Department 
of Florida, has established an annual award for 
distinguished service and citizenship based upon 
peace time service to the community. In recog- 
nition of his outstanding community service in 
the organization and administration of the Co- 
lumbia County Emergency Relief Council, and 
for his untiring efforts in behalf of all civic im- 
provements, together with his record of long 
service and generosity, both with his means and 
his personal service to the citizens of Lake City 
and Columbia County, the 1933 Distinguished 
Service Medal for community service is hereby 
awarded and bestowed upon Leonidas Mosby 
Anderson, M.D., first chairman of the Columbia 
County Emergency Relief Council, past president 
of the Florida State Medical Association, former 
member of the city council, gentleman, scholar 
and humanitarian.” 

* * * 


Dr. Lawrence Simcox of St. Petersburg an- 
nounces the removal of his offices to 201 Third 
Street North. 

* * x 


Dr. C. L,. Davis of Okeechobee spent most of 
the month of October at Tulane University where 
he did post-graduate work in surgery. The bal- 
ance of the month he spent at Hot Springs, 
Arkansas. 








266 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


From Orlando, we have the following report : 
“Drs. H. A. Day, J. S. Mclewan, Meredith Mal- 
lory, Louis Orr, G. S. Osineup and W. I. Sin- 
clair of the Orange County Society, all mighty 
hunters, spent part of the first week of the season 
in the woods and all returned burdened with 
with enormous 
Dr. H. M. 
Beardall needs two weeks of hunting to satisfy 
him while Dr. J. H. Chiles goes for three weeks 


game, in small amounts, but 


‘bags’ of sore feet and lack of sleep. 


later in the season. He claims game is then shy 
and more scarce and requires greater skill on the 
part of the hunter.” 

* * * 


Dr. Leigh F. Robinson of Ft. Lauderdale has 
returned from a trip to Chicago, where he at- 
tended the meeting of the American College of 
Surgeons and the Century of Progress lixpo- 
sition. 

* * * 

Dr. FE. M. Hendricks of Ft. 
returned from Tampa where he attended a meet- 


Lauderdale has 


ing of roentgenologists. 
, & « 

Dr. Clyde O. Anderson, a recent graduate of 
Emory University, has completed his internship 
in the Tampa Municipal Hospital, and has opened 
offices with his father, Dr. J. M. Anderson, in the 
Hassler Building, 333 Third St. N., St. Peters- 
burg. 

* * * 


The many friends of Dr. C. J. Marshall will 
regret to learn that he is confined to his home in 
Sanford by illness. 

**.-s 


The State Board of Medical Examiners held 
its fall examinations at Jacksonville in Novem- 
ber. Forty-one applicants were examined. Re- 
vocation of license of V. K. Jindra of Miami was 
announced. 

* * * 


At the meeting of the Florida Midland Medical 
Society, held at Lakeland, October 23, the fol- 
lowing officers were elected for the ensuing year: 
President—T. M. Rivers, Kissimmee. 
First Vice-President—Robert C. Black, 

City. 

Second Vice-President—W. 'T. Simpson, Winter 

Haven. 

Secretary-Treasurer—James R. Boulware, Lake- 


land. 


Plant 


Dr. Jack Halton, who opened offices in the 
Citizens Bank Building of ‘Tampa some time ago, 
has moved his family from Sarasota. They are 
located at Shady Brook Inn, 405 S. Boulevard, 
Tampa. 

x * * 


At the meeting of the Florida Mast Coast Med- 
ical Association, held in Coral Gables the latter 
part of October, the following officers were 
elected: 
President 
Secretary-Treasurer 


Leigh I. Robinson, Ft. Lauderdale. 

Spencer A. Folsom, Or- 
lando. 

Orlando was designated as the next meeting place 

of the organization. 


* * * 


The Tallahassee Medical Club held its second 
meeting on Friday, November 10, at which time 
the Constitution and By-Laws were adopted and 
a scientific paper read by Dr. lL. L.. Dozier of 
Tallahassee. 

This Club, composed of physicians of ‘Talla- 
hassee and [eon County, was originated for the 
benefit of the local physicians and is in no way 
to supplant the District Society. Meetings are 
to be held on the second Friday evening of each 
menth except those months in which the district 
meetings are held. 

There is to be only one scientific paper at each 
meeting and after the discussion of that one 
The Club will 


also hold social meetings on certain occasions 


paper, a round table will be held. 


The following officers were elected: 
President 
Vice-President 


-J. K. Johnston. 
M. I, Boyd. 


Secretary and Treasurer—O. G. Kendrick. 


* * * 


Dr. S$. B. Strong, (Major M.C., U. S. Army), 
recently of Havana, Cuba, and Panama City, 
Mlorida, was called to active duty November 0 
and assigned to general surgery in the Station 
Hospital, Fort Oglethorpe, Ga. Major Strong is 
a veteran of the World War and was stationed 
at Camp Jos. EK. Johnston, near Jacksonville, 


during a part of 1918 and 1919. 
* * * 

Dr. and Mrs. Max Ghertler of Miami have 
returned from France where Dr. Ghertler joined 
a group of New York physicians inspecting the 
Thermae Resorts, 
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COMPONENT COUNTY SOCIETIES 
BROWARD COUNTY MEDICAL, SOCIETY 


At the October meeting of the Broward County 
Medical Society, the following members were 
appointed to serve as a Medical KMconomics Com- 


mittee : 

kk. M. Hendricks, chairman...... It. Lauderdale 
ee I ah iale ae aye ews oleae ie Hollywood 
Leigh I. Robinson. ............ It. Lauderdale 


COLUMBIA COUNTY MEDICAL SOCIETY 


The Columbia County Medical Society met in 
called session at Lake City Tuesday afternoon, 
November 7th, to consider the schedule of fees 
to be paid by the Emergency Relief Council for 
handling cases referred by the Relief Organiza- 
tion. After a generous discussion the following 
schedule of fees was adopted and ordered sub- 
mitted to the Emergency Relief Council as the 
basis on which members of the Columbia County 
Medical Society would handle cases: office calls, 
$1.00; city calls, $2.00; city night calls, $3.00; 
country calls, $3.00 plus 25¢ mileage each way ; 
country night calls, $4.00 plus 25c mileage each 
way; obstetric cases, $25.00, including prenatal 
and 14 days post-partum care. The above sched- 
ule of fees is identical with the one submitted by 
Mr. Fagg, Director of the Federal Mmergency 
Relief for the state of Florida, except in regard to 
country calls at night, obstetric fees and mileage. 
It was brought out in discussion that well-kept 
records of automobile have demon- 
strated that the operation of an automobile costs 
a good deal more than the schedule of mileage 
fees as submitted by Mr. Fagg. ‘The Secretary 
was instructed to advise the Columbia County 
K:mergency Relief Council of the action herewith 
taken, and a copy of this schedule be furnished 


expense 


them. 

A contemplated program by the Cancer Con- 
trol Committee of the Florida Medical Associa- 
tion was discussed, and it was agreed that an 
effort would be made to have members of the 
State Committee address the combined meeting 
of the Columbia County Medical Society and the 
Suwannee River Medical Association on or about 
January 5th. Details of this meeting can be 
worked out in conjunction with Dr. G. R. Holden 
of the State Association. 

There being no further business the mecting 


adjourned, 


DADE COUNTY MEDICAL, SOCIETY 

THE DADE COUNTY MEDICAL, SOCI- 
KTY “WENT OVER THE TOP” AT ITS 
ANNUAL MEETING HELD DECEMBER 
1 DUES FOR 100% OF ITS 179 MEM- 
BERS HAVE BEEN COLLECTED FOR 
1933. THUS, DADE COUNTY MEDICAL 
SOCIETY HEADS THE LIST OF PAID- 
UP SOCIETIES. 

This is an outstanding achievement. Dr. H. A. 
Barge, the treasurer, put forth unusual effort in 
collecting the membership dues. Any society as 
large as that in Dade county is composed of mem 
bers who are prompt to pay, those who procras 
tinate and the chronic delinquents. Many soci- 
cties successfully collect from the first two classes 
while members of the third group are dropped 
from year to year. Dade County Medical Society 
did not lose a member in 1933 for non-payment 
of dues. In 1927, Dr. Gerard Raap, then the 
treasurer of the Dade County Society, accom- 
plished this same feat. Dr. Raap was president 
of the Society during the year 1933. Possibly 
this has some significance. At any rate, Dr. Raap 
and Dr. Barge make a fine team, 

It is not only in the matter of payment of dues 
that the Dade County Medical Society is out- 
During the year, the Society has had 
Numerous 


standing. 
a series of attractive radio programs. 
requests have come in to the State Association 
office for copies of the splendid radio talks given 
over Station WIOD. The Dade County “Bulle- 
tin” has been issued monthly during the year. It 
is an attractive, informative publication of which 
the Society may be justly proud. Its editorials 
are strong and well written. The Society has 
heen very active in prosecuting illegal practition- 
ers and is to be complimented on the fact that it 
is making the county less and less attractive to 
the unethical and the unscrupulous. 

Thus, the fact that the Society is 100% paid 
is an indication that it is a united, powerful and 
well-functioning organization. Congratulations, 
Dade County Medical Society. 


At the annual meeting of the Dade County 
Medical Society held recently, the following offi- 
cers were elected for 1934: 

President—Roy J]. Holmes. 

Vice-President—F¥. A. Vogt. 

Secretary—Robert T. Spicer. 

Treasurer—H. A. Barge. 





268 





Editor of “Bulletin’-—-Wm. W. Melsibben. 
Board of Censors—M. J. Flipse, Chairman ; If. B. 
Maxwell and R. N. Burch. 
DUVAL COUNTY MEDICAL SOCIETY 

The annual meeting of the Duval County Med- 
ical Society was held at the Mayflower Hotel, 
Jacksonville, December 5. The following officers 
were elected for the coming year: 
President—Theodore G. Croft. 
lice-President—William S$. Manning. 
Secretary—B. F. Woolsey. 

Treasurer—J]. W. Hayes. 

The plan of medical relief for the clients of 
the Federal Relief Administration which has 
been adopted by the Duval County Medical So- 
ciety, after careful study on the part of its Medi- 
three 


cal Economics Committee, consists of 


parts: (1) The employment of four physicians 
on salary to do the routine work for ambulatory 
cases at the Duval County Hospital morning 
clinic. (2) Home visits by members of the 
Society to the homes of indigent sick at an agreed 
compensation for each call, the money earned to 
be retained by the individual physicians partici- 
pating. (3) A consultation clinic, held at the 
County Hospital in the afternoon, participated 
in by all members of the Society, the pay for 
which, though made to individual physicians as 
required by federal regulations, to go into the 
treasury of the Society to be used for the benefit 
of all its members. 

DE SOTO-HARDEE-HIGHLANDS COUNTY MEDICAL 

SOCIETY 

The DeSoto-Hardee-Highlands County Med- 
ical Society held its regular monthly meeting on 
November 14, at 8 o'clock at the Plaza Hotel in 
Arcadia. 

The minutes of the last meeting were read and 
adopted. The following resolution relating to 
the death of Dr. J. W. Mitchell was read and 
adopted : 


IN MEMORIAM 
Joun Westey MitcHe i, M.D. 


WuHerEAS, God in His Infinite wisdom hath 
seen fit to remove from our midst one of our 
most beloved brothers, Dr. John Wesley Mitchell, 


and, 
Wuereas, Dr. Mitchell was for years a mem- 
ber of the Tri-County Medical Society, and, 
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Wuereas, he, by his genial personality and 
wholehearted friendship endeared himself to cach 
and everyone of the medical profession with 
whom he came in contact ; and through his pro- 
fessional ability contributed to the upbuilding of 
the practice and art of medicine and surgery in 
Highlands County ; and, 

WHEREAS, by his untiring devotion to the prac- 
tice of medicine and surgery and his continued 
sacrifices in the interest of charity he endeared 
himself to the entire community, and, 

WHEREAS, we, the members of the ‘Tri-County 
Medical Society, feel deeply the loss of our 
esteemed friend ; therefore, be it 

Resolved, That the Tri-County Medical So- 
ciety express its sorrow in the passing of Dr. 
Mitchell; that a copy of this resolution be for- 
warded to his wife; that a copy be entered on 
the minutes of this Society; and that the same 
be published in the Journal of the Florida Med- 
ical Association. 

Tri-County MepicaL Society, 
H. V. Weems, M.D., 
1, W. Martin, M.D., 
I. W. CHANDLER, M.D. 


The report of the State Economics Committee 
was read and discussed. Dr. Aurin moved that 
the Society agree to adopt the fee schedule as 
outlined in the letter of Mr. Fagg but protest 
against schedule of fees as it refers to mileag 
and obstetrics. The motion was carried by a 10 
to 2 vote. 

At 8:30 p. m. the society listened in on N.B.C 
broadcast about the amoebic dysentery outbreak 
in Chicago. 

Dr. W. H. Peacock of Wauchula read a paper 
on “Chronic Endocervicitis” which was liberally 
discussed. This was one of the most interesting 
papers of the year. 

The next meeting will be held in Wauchula 
with election of officers. 


ESCAMBIA COUNTY MEDICAL SOCIETY 


At the meeting of the Escambia County Med 
ical Society, held December 5 at Pensacola, the 
following program was given: 

The Non-Surgical Relief of Prostatic Obstruc- 
tions—Russell A. Hennessey and Alfred D. 
Mason, Memphis, Tenn. 

Fractures of the Elbow Joints J. S. Speed, 

Memphis, Tenn. 
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LEON-GADSDEN-LIBERTY-WAKULLA- J EFFERSON 
COUNTY MEDICAL SOCIETY 

The |.eon-Gadsden-Liberty-W akulla-Jefferson 
County Medical Society held its regular quarterly 
meeting in Quincy on Thursday, October 19th, 
at which time the following program was given: 
Artificial Pneumothorax — James A. Redfern, 

Albany, Ga. 

Pyonephrosis- R. F. Wheat, Bainbridge, Ga. 
Some Points in Diagnosis by the Aid of the 

X-Ray—J. C. Davis, Quincy, Fla. 
Allergy—M. A. Ehrlich, Bainbridge, Ga. 
Clinical Report Uterine Fibroids—W. W. Mas- 

sey, Quincy, Fla. 

There was a good attendance of doctors from 
the Second District of Georgia and the surround- 
ing territory. Officers for the vear 1934 were 
elected as follows: 

President—J. H. Pound, Chattahoochee. 

Vice-President—J. K. Johnston, Tallahassee. 

Secretary-Treasurer—O. G. Kendrick, Talla- 
hassee. 

Doctors O. G. Kendrick, J. C. Davis and J. 
B. Brinson were named as a Committee on Med- 
ical Economics. A motion was made and carried 
that a Board of Censors be appointed but this 
Board has not yet been named. 

After adjournment, a barbecue was served at 
the Cotillion Club. 

The next meeting will be held in Monticello 
on the third Thursday in January. 

ORANGE COUNTY MEDICAL SOCIETY 

The October meeting of the Orange County 
Medical Society was held in the lounge of the 
Orange General Hospital with President Hewitt 
Johnston in the chair. Dr. H. Mason Smith of 
Tampa read a most excellent paper on “Alcohol,” 
discussing its actions and reactions and the results 
of abuse. A very active discussion followed, 
featured by talks of Dr. Ralph N. Greene of 
Jacksonville and Dr. W. G. Miles and Dr. W. H. 
Spiers of Orlando. In addition nearly every 
member related some of his interesting ex- 
periences. 

A preliminary report was made by the espe- 
cially appointed committee on the formation of 
the Orange County Collection and Credit Bureau. 

The November meeting was also held at the 
Orange General Hospital on November 15th with 


Dr. W. G. Miles pre- 


which was discussed 


Dr. Johnston in the chair. 
“Tabes,” 


sented a paper on 
in a dissertation by Dr. Spiers on the aspect of its 


treatment by malarial parasites and the 30% 
mortality which results. 

Report of the Committee on Kconom:cs was 
presented by Dr. J. S. Mclwan in which he pre- 
sented the Federal Relief schedule, which was 
adopted. 

The committee to draw up the Constitution and 
By-Laws of the Orange County Collection and 
Credit Bureau reported, nominating themselves 
as the Board of Directors, who would serve, two 
of them for one year, two for two years and three 
for three years, the vacancies to be filled by elec- 
tion as the terms expire. A new committee was 
to be nominated, called Publicity, which will en- 
deavor to formulate some plan for counteracting 
or checking the activities of the many irregulars 
in town, who are displaying unusual activity in 
contacting all new arrivals. 


PASCO-HERNANDO-CITRUS COUNTY MEDICAL 
SOCIETY 
Dr. W. Wardlaw Jones entertained the Pasco- 
Hernando-Citrus County Medical Society, at 
Dade City, November 9, 1933. 
enjoyed at The Gray Moss Inn, followed by a 


Dinner was 


scientific meeting in the parlor of the hotel. 

Minutes of last meeting read and adopted. A 
letter from Mr. Jean, representative of the Mead 
Johnson Company was read and accepted as a 
good reason for his absence. 

A discussion was held of the fees proposed by 
the United States Emergency Relief for the 
State of Florida, for services rendered patients 
referred by the different relief organizations. It 
was moved and carried that the Society accept 
the fees set forth and recommended by Marcus 
Fagg, the State Director, as outlined 

In addition to this schedule it was also moved 
and carried that members of the Society would 
treat such referred cases for acute syphilis for 
$3.00 a treatment with neoarsphenamine, bismuth 
or mercury injections, the relief organization or 
state furnishing the medicine. 

Dr. Claude Anderson gave a report of “Pericar- 
ditis with Effusion” with x-ray pictures which 
demonstrated the case very well. Dr. Harvard 
gave a very interesting case report of “Strepto- 
coccus Meningitidis.” 

Dr. Creekmore reported a case of renal colic 
in a man 27 years of age. 

Dr. G. R. Creekmore invited the Society to hold 
its next meeting with him in Brooksville on De- 


cember 14. Motion to adjourn carried. 








270 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


PINELLAS COUNTY MEDICAL SOCIETY 

The St. Petersburg Section of the Pinellas 
County Medical Society unanimously decided to 
re-establish telephone directory and newspaper 
advertising and permitted the optional action of 
the Medical Economics Committee regarding 
hotel roster publication. This action was taken 
at the Society’s November, 1933, regular meeting 
at the Soldiers’ Home. 

Mr. Lester J. Smith, Advertising Manager for 
the Peninsular Telephone Company, has approved 
of classifying : 

Physicians and Surgeons, (M.D.), Osteopathic 
Physicians, Naturopathic Physicians, Chiroprac- 
tors, Naprapaths, under separate captions. 

The above classification will be gleaned by the 
Peninsular Telephone Company from registra- 
tion of licenses with the Clerk of the Pinellas 
County Court. Mr. Smith also recommends that 
the Company shall subm't the names of appli- 
cants for the classification—Physicians and Sur- 
geons (M.D.) to the Secretary of the Society, 
before inserting the subscriber’s name under this 
classification. This is in addition to the adver- 
tisement paid for by the Society and for which 
a contract for 1934 has been executed. This 
contract is subject to cancellation in case all rec- 
ommendations are not approved by the legal de- 
partment. 

The Committee on Medical Economics recom- 
mends seventeen insertions in the Saturday Inde- 
pendent and Sunday Times each. It is hoped that 
both papers will give free space after they realize 
that the Society is not asking all for nothing 
under the farce of ethics. 

Society rosters will be printed and mailed to 
hotels and apartment houses with the request 
that they be posted near telephones. 

The Telephone Company wi!l insert doctors’ 
office hours in their space without additionai 
charge. Otherwise, a charge of 25c a month is 
made if this insertion is requested in the classi- 
fication. 

The Treasurer feels that to advance money 
from the general fund for publicity wou!d usurp 
his authority, because this money represents 
funds derived from members of the entire So- 
ciety. 

Therefore, the Committee has decided to with- 
hold newspaper advertising until sufficient money 
is received from members for this purpose and 
estimates that $10 will cover all approved pub- 
licity for the year. This amount may be paid $5 
at once and $5 before the first of January, 1934. 
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REPORT OF THE RICHMOND MEETING, 
WOMAN'S AUXILIARY, SOUTHERN 
MEDICAL ASSOCIATION, 
NOVEMBER 14-17, 1933 


Your delegate wishes to report a most enjoy- 
able meeting. The business sessions brought out 
practical ideas and plans of action by which the 
auxiliary may become more worthy of the name. 
Our hostesses provided for our comfort, pleasure 
and interest in every detail. Final registration 
returns showed eighteen delegates and officers, 
with two hundred eighty-five visiting ladies, 
every state but two being represented. 

On Tuesday afternoon Mrs. Douglas Vander- 
hoof entertained at tea from 4:00 to 6:00 p. m. 
in her beautiful home on Cary Street Road. 
Wednesday morning at 9:30 the general session 
was called to order in the ball room of the Jeffer- 
son Hotel. Invocation by Rev. Beverley D. 
Tucker, Jr., D.D., Rector, St. Paul’s Episcopal 
Church, Richmond. Following the usual for- 
malities and committee reports, addresses were 
heard from Dr. Irwin Abel, president of the 
Southern Medical Association, and Dr. Seale 
Harris. Dr. Abel laid emphasis on making of 
the Auxiliary a study club, gaining acquaintance 
with the health laws of the State, and seeking 
knowledge of medical history from writings of 
medical and lay authors. This was again empha- 
sized by Dr. Dean Lewis, president of the Amer- 
ican Medical Association, who spoke to us at 
luncheon. 

The treasurer’s report showed a 100% paid up 
membership. It was decided not to increase the 
yearly assessment at this time. 

Of particular interest was the report of the 
Research Committee given by Mrs. S. A. Collom, 
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Sr., of Texarcana, Texas. This report reviewed 
the evolution of medical educational methods. 

At 1:00 p. m. the meeting adjourned to lunch- 
eon. Mrs. Allison Hodges was toastmistress on 
this occasion. Mrs. Martha Berry, recently re- 
turned from archeological research in Irak, gave 
a most convincing testimony of Old Testament 
authenticity, 

Following luncheon the afternoon session con- 
tinued by presentation of State Reports. Activ- 
ities reported by the various States included, ad- 
ministration of student loan funds, funds for 
indigent physicians, radio broadcasting, support- 
ing various clinics, establishing mothers’ clubs 
for rural women. Of far-reaching value to the 
regular school is the plan adopted by Georgia of 
furnishing all clubs, societies, etc., of any nature, 
with health programs from the American Med- 
ical Association. In addition Mrs. White, 7769 
Penn Avenue, Atlanta, Georgia, has had printed 
and offers to interested county units pamphlets 
on health subjects. These are known as “Three 
Minute Health Talks.” 

The report of the nominating committee was 
unanimously adopted and after the new officers 
were introduced the meeting was adjourned. 

Wednesday evening a reception for the Presi- 
dent, followed by a grand ball, was held at the 
Mosque. 

On Thursday an all-day motor trip was staged 
for the visiting ladies. This left the Jefferson 
at 9:00 a. m. and after a short tour of the city 
and various points of historical interest, pro- 
ceeded to Jamestown, thence to Williamsburg, 
which is in process of restoration. Here the 
modern is yielding to the archaic and shortly the 
sturdy simplicity of our Colonial forefathers will 
greet the visitor on every hand. The itinerary 
included the famous Old Raleigh Tavern, Wren 
building of William and Mary, the old Court 
House of 1770 and the Governor’s Palace, now 
being reconstructed. A buffet luncheon was 
served at the Williamsburg Inn. A tea was 
scheduled for the afternoon at the Academy of 
Arts in Richmond, but owing to the late return 
from the motor trip a visit was made to the St. 
Johns Church of Patrick Henry fame. 

Friday morning there was a golf tournament 
for the visiting ladies at the Country Club of 
Virginia. 

Mrs. Cayton I. Royce, Jacksonville. 


ADVERTISERS’ NOTES 
PROPHYLAXIS AGAINST SCARLET FEVER 

Active immunization against scarlet fever may 
be secured by the injection of five gradually in- 
creasing doses of scarlet fever toxin, given at 
intervals of one to two weeks. 

The Dick test for susceptibility to scarlet fever 
is made by the intradermal injection of one skin 
test dose of scarlet fever toxin. ‘Those persons 
(children or adults) giving a Dick negative re- 
action are immune to scarlet fever as shown by 
the fact they do not contract the disease even 
on repeated exposure. ‘Those persons showing 
a Dick positive reaction are not immune. 

Active immunity against scarlet fever can be 
induced by injecting five graded doses of scarlet 
fever toxin consisting of 500, 2000, 8000, 
25,000 and 80,000 skin test doses. After several 
months, when the Dick test is again applied, 
about 95% of the treated persons will show a 
Dick negative reaction. 

The small proportion of the persons showing 
a Dick positive reaction, after a series of injec- 
tions of scarlet fever toxin, should receive a sixth 
injection of scarlet fever toxin containing 80,000, 
or better, 100,000 skin test doses. 

Those subjects formerly giving a positive Dick 
reaction, having become Dick negative following 
the prophylactic treatment with the toxin, are 
actively immunized against scarlet fever as shown 
by the experience with pupil nurses protected by 
the prophylactic injections of the scarlet fever 
toxin. 

In hospitals for contagious diseases where 
scarlet fever patients are treated, if the immuni- 
zation of the nurses is properly carried out, ex- 
perience shows that no immunized nurses develop 
scarlet fever. 

The National Drug Company of Philadelphia 
will mail booklet on Scarlet Fever Immunization, 
upon request to physicians mentioning this 
Journal. 


CocoMALT 

It has been estimated that in many cities in 
the temperate zone, fully 90% of the child popu- 
lation shows the effect of vitamin D deficiency in 
bone and tooth development. 

There is no appreciable amount of vitamin D 
in common articles of food; but by drinking 
delicious chocolate flavor Cocomalt every day, a 
growing child is definitely safeguarded from a 
vitamin D deficiency. 
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For vitamin 1D is present in Cocomalt in the 
proportion of 30 Steenbock (300 ADM A) units 
per ounce—the amount used to make one drink 
Mixed with milk according to directions, every 
cup or glass of Cocomalt a child drinks is equiva- 
lent in vitamin D content to two-thirds of a tea- 
spoonful of good cod-liver oil. 

Many physicians recommend Cocomalt rou- 
tinely during pregnancy and lactation, not only 
because of this rich vitamin D content, but be- 
cause of the extra proteins, carbohydrates and 
minerals (calctum and phosphorus) which Coco- 


malt provides 


A NEw AND SCIENTIFICALLY CORRECT INSTRU 
MENT FOR CONDUCTING THE SUBJECTIVE 
\CUITY 


American Optical Company has just announced 


Test ror VIsuaL 
the Project-O-Chart, consisting of projection 
apparatus to replace the usual illuminated chart 
for conducting the subjective visual acuity test. 
This instrument brings a new ease and simplicity 
to the subjective eye examination. It is available 
ina table model, and in two upright models, one 
with a three-toed base and the other with a round 
base to match a refracting unit. 

The Project-O-Chart 
is acompact instrument 
with carefully calculated 
achromatic lenses post- 
tioned in an adjustable 
focussing tube. Charts 
are provided on. slides 
within the instrument 
which projects them on 
a screen which 1s espe- 
cially treated to increase 
Hlumination and prevent 
the reflection of glare. 
The 


turns a knob to change 


operator — simply 











from one set of charac- 
ters toanother. Of par- 
ticular interest is the 
inclusion in this test ma- 
terial of Dr. Verhoeft’s 


new test character ar- 





rangement of circles for 
visual acuity measure- 
ments. Another important feature is the inclu- 
sion of the red-green duochrome test with special 
duplicate gradated test letters placed for quick 


comparison in the use of the 20-foot check. 
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The illuminating svstem of the Project-O- 


Chart is designed to obtain maximum light with 
aomunimum of current and, what is of ereater 
importance to the practitioner, the instrument 
maintains the same intensity of illumination when 
the test characters are changed from the vest 
to the smallest size during the examiunatio 

The Project-O-Chart broadens the scope of 
the subjective examination. It offers to the op- 
tical profession a vastly improved technic for the 
subjective test for visual acuity. It may be used 
in the practitioner's present examination room. 
\merican Optical Company is anxious that all 
practitioners see this new instrument, and otfers 
to give a demonstration in your own. office \ 
booklet has been published on this new instru 


ment which is available on request 


Wrat very Woman Doesn't KNow—How 
To Give Cop Liver On 


What Woman 


psychology is more important than flavoring in 


every Doesn't Know is. that 


persuading children to take cod liver oil. Some 
mothers fail to realize, so great is their own dis 
taste for cod liver oil, that most babies will not 
only take the oil if properly given but will actually 
enjoy it. Proof of this is seen in orphanages 
and pediatric hospitals where cod liver oil is ad 
nunistered as a food in a matter of fact manner, 
with the result that refusals are rarely encoun 
tered. 

The mother who wrinkles her nose and “makes 
a face” of disgust as she measures out cod lives 
oil is almost certain to set the pattern for similar 
behavior on the part of her baby, 

Most babies can be taught to take the pure oil 
if, as [liot points out, the mother looks on it with 
favor and no unpleasant associations are attached 
to it. If the mother herself takes some of. the 
oil, the child is further encouraged. 

The dose of cod liver oil Wet be followed I) 
orange juice, but if administered at an early age, 
usually no vehicle 1S required. The oil should 
not be mixed with the milk or the cereal feeding 
unless allowance 1s made for the oil which clings 
to the bottle or the bowl. 

Mead’s 10 TD Cod 
Mead’s Newfoundland Cod Liver Oil 


of fat intolerance the former has an advantagt 


Liver Oil is made fron 


In Cascs 


since it can be given in 1/3 to 1/2 the usual cor 
liver oil dosage. 
(To be continued ) 
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This preparation contains 2% Mercuro- 


chrome in aqueous-alcohol-acetone solu- 


Dr. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 


tion and has the advantages that: 


Registered and Approved by A. M. A. 
Council on Medical Education and Hospitals 


Nervous AND Mitp MENTAL CASES 


Application is not painful. 

It dries quickly. 

The color is due to Mercurochrome 
and shows how thoroughly this 
antiseptic agent has been applied. 
Stock solutions do not deteriorate. 


Furnace heated rooms. Home atmosphere 
emphasized. Utmost privacy. Number of patients 
limited to insure maximum individual attention. 


Now available in 4, 8 and 16-0z. bottles RESIDENT NEURO-PSYCHIATRIST 


SEVEN YEARS’ USE . 
has demonstrated the 
value of , 
THE SURGICAL SOLUTION 
MERCUROCHROME, H. W. & D. } 
PREOPERATIVE SKIN DISINFECTION , 





and in special bulk package for hospitals. 
Literature on request. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 
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Delightful 


to city amusements 


beaches. 


James H. Ranpowpu, M. D. 
323 St. James Building, Jacksonville, Florida 
Phone Jacksonville 2-2330 





suburban location—Fifteen minutes 
— Forty minutes to the 











A Florida Institution » » 


For many years we have served an exacting and 
discriminating clientele. Our product is known to 


those who demand the BETTER KIND of PRINTING. 


Professional men find our service helpful—we can 





solve their printing problems, however difficult. 


THE RECORD COMPANY, Printers 


Specialists in 
The Medic 
pei alata FOUR-COLOR PROCESS PRINTING 
is printed 
by The Record Company 
St. Augustine, Florida 


Main Office and Plant— Saint Augustine, Florida 
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New Propuct ror Dirntierta IMMUNIZATION 

The Squibb Laboratories announce the avail- 
ability of Refined Diphtheria Toxoid Alum Pre- 
cipitated with the featured advantage that one 
injection is sufficient for the immunization of the 
majority of children against diphtheria. The 
efficacy of the preparation in immunizing against 
diphtheria is believed to be due to the fact that 
the alum precipitated toxin, since it is relatively 
insoluble, is more slowly absorbed and remains 
in the body sufficiently long to produce adequately 
protective amounts of antitoxin. 

One injection of Alum Precipitated Toxoid is 
reported to be as cifective as two or three injec- 
tions of ordinary unprecipitated toxoid, and is 
also said to produce a greater number of negative 
Schick Tests, that is, a higher percentage of im- 








Brawner’s Sanitarium 


ATLANTA, GEORGIA 
NERVOUS AND MENTAL 

















mune individuals. These features make Alum A modern neuropsychiatric hospital with special lab- } 
> os rye . ° : ‘ . oratory facilities for the study and treatment of early 
Precipitated Toxoid of particular value in public eases. Also a department for the treatment of drug 
¢ ° and alcoholic addictions. { 
health work, for two or three times as manv The Sanitarium is located on the Marietta Electric , 
; ss ter of Atlanta, 
persons may be immunized with no more effort ) <hngg ogg ee cs Ob aaa "The ‘ 
ee me ; ildi , electri ighted, 
nor time on the part of the public health worker. po nge alla Phew Mn = gage — | 
It also makes it easier for the family physician Address communications to Brawner’s Sanitarium, \ 
‘ sng ae 8., i , 478 Peachtree St., 
to follow the advocated procedure of immunizing yn bag ee ae sane 
“verv inf: “ , » bir »> has officiated ; DR. JAS. N. BRAWNER, Medical Director. 
every infant, at whose birth he has officiated, at DE. ALBERT F. BRAWNER, Resident Physician. 
six months of age. Mt 
Squibb Refined Diphtheria Toxoid Alum Pre- 
cipitated is prepared according to the method 
reported by the Alabama Board of Health for a THE WAI I ACE 
single-dose treatment. It is marketed in 0.5 cc. 
vials for immunization of one person, and in 5 cc. SANI I ARI UM 
vials containing sufficient material for the immu- MEMPHIS, TENN. 
nization of ten individuals. Walter R. Wallace, M.D. Hugh W. Priddy, M.D. 
— For the treatment of Drug Addiction, 
, Alcoholism, Mental and 
For THE DIABETIC Nervous Diseases. 
la hl . . va . . . 
rhere is now available for diabetic patie : ’ ,; . 
, , ; ; = : ial ~ nn, 2 Fully equipped for the care of patients admitted. 
Lilly ver-Aseptic Metin Syringe Case at a new 
‘ ras ; ; i ; i ounds. 
low price within the reach of nearly every patient eaten eens at Seen gee 
who uses Iletin (Insulin, Lilly). The reduced 4 
price is made possible largely through the use of f 
a new chrome nickel alloy steel needle which is ) 


said to be very satisfactory and much less expen- 
sive than the platinum needle formerly supplied. 
iA hl ¥ . 

lhe completely assembled package contains a 
handsome metal case, in which there is a specially 


The Tulane University of Louisiana 


Graduate School of Medicine 


Approved by the Council on Medical Education of 


the A. M. A. 


. 





POSTGRADUATE instruction offered in all 

branches of medicine. Courses leading to a 

higher degree have also been instituted. 
For bulletin furnishing detailed 
information, apply to the 


DEAN 


Graduate School of Medicine 
1430 Tulane Avenue New Orleans, La. 


graduated syringe for Iletin (Insulin, Lilly), two 
chrome nickel alloy steel needles, a compact cot- 
ton container, and a small sterilizing flask. For 
extra needs, there is a box of absorbent cotton, a 
four-ounce bottle of iso-propyl alcohol for steri- 


lizing, and a glass pipette for use in transferring 
(Continued on page 276) 
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THE CHILD AND THE ELEPHANT 


HAVE THIS 


HE ELEPHANT, they say, never 

. forgets. 

While it’s hardly accurate to 
say that a child never forgets, he 
is very likely to cling to the mem- 
ory of an unpleasant experience 
—of a dose of distasteful med- 
icine, for instance. And_ he’s 
likely, from then on, to turn bitter 
eyes toward the doctor who pre- 
scribed that medicine. 

Today, Parke-Davis Haliver Oil 
products are saving many a doc- 
tor from such resentful looks. 
Because of its great potency, 


PARKE, 


Haliver Oil can be given in 
friendly drops or tiny tasteless 
capsules. These small doses do 
the work of teaspoonfuls of cod- 
liver oil. 


And, of course, Haliver Oil is 
proving just as helpful in the 
treatment of adults. No doctor 
need be told how child-like a 
full-grown man or woman can act 
in the face of distasteful medicine. 
Haliver Oil makes it easier to 
cope with them, too. In fact, 
Parke-Davis Haliver Oil products 
have simplified and solved the 


IN COMMON 


troublesome question of how to 
administer vitamins A and D 
scientifically and at the same 
time pleasantly. 

Parke-Davis Haliver Oil is sup- 
plied in two ways:* either with 
Viosterol or Plain. Practically 
every druggist in the United 
States and Canada carries these 


products in stock. 





* HALiverR Om. WITH ViOsTEROL-250 D 
Containing 32,000 estamin A units (U.S. P. X.) 
and 3,333 estamin D wnsts (Steenbock) per gram. 

HAtiver Or PLAIN 
32,000 estamin A units (U.S. P. X.) and 200 
estamin D waits (Steenbock) per gram 











DAVIS & COMPANY 
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alcohol from the bottle to the small flask. Some 
extra stoppers are also supplied. 

This outfit is said to be a great convenience 
for patients to use in the home, while traveling, 
or in the office. The case can be carried easily 
in the pocket or in the purse. Its use eliminates 
danger of infection and permits wider activity of 
the patient. Pharmacists have these cases in 
stock or can supply them on short notice. 
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J. K. ATTWOOD, Pharmacist 


Medical Arts Building 
1022 Park Street 


JACKSONVILLE, FLORIDA. 


BIOLOGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-Town Orders Shipped by Return Mail 














Allen’s Invalid Home 


MILLEDGEVILLE, GA. 


Established 1890 


For the treatment of 
NERVOUS AND MENTAL DISEASES 
Grounds 600 Acres 
Buildings Brick Fireproof. 
Comfortable Convenient 
Site High and Healthful 


E. W. ALLEN, M. D., Department for Men 
H. D. ALLEN, M. D., Department for Women 


Terms Reasonable 














William D. Jones 


Pharmacist 


Laura and Adams Streets 


Jacksonville, Florida 
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THE TUCKER SANATORIUM., Incorporated 


212 West Franklin Street (Corner of Madison) 


RICHMOND, VIRGINIA 





Private Sanatorium for neurological cases under the charge of Drs. Beverley R. Tucker, Howard R. 


Masters 


and James Asa Shield. Departments of massage, hydrotherapy and occupational therapy. 











PATRONIZE JOURNAL ADVERTISERS 


Advertisers in our Journal bear the stamp of 
approval of the American Medical Association 
and also of the Florida Medical Association. 
They are worthy of the patronage of our members. 








DRUG ADDICTS 


Drug and Alcoholic patients are humanely and success- 
fully treated in Glenwood Park Sanitarium, Greensboro, 
N. C.; reprints of articles mailed upon request. Address 
W. C. Ashworth, M.D., Owner, Greensboro, N. C. 











AMBULANCE DIRECTORY 





CAREY HAND 


32-36 Pine Street, 
ORLANDO, FLORIDA 


Telephone 4381 


MOULTON & KYLE 
13 West Union Street 


JACKSONVILLE, FLORIDA 


Teiephone 5-0186 





COMBS FUNERAL HOMES 
Ambulance Service 


Phone 32101 Phone 52101 
MIAMI, FLORIDA 


MIAMI BEACH, FLA. 





FERGUSON UNDERTAKING CO. 


1201 South Olive 


WEST PALM BEACH, FLA. 
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SCHEDULE OF MEETINGS—COMPONENT SOCIETIES FLORIDA MEDICAL ASSOCIATION 








COUNTY 
SOCIETY 


SECRETARY 





Alachua ...ceccee! 


Brevard 
Broward 


Columbia ... 


Dade .....eeeeeee 


J. Maxev Dell. Jr.. M.D., 


Gainesville. 





Allen H. Miller, M.D., 
Millville. 





I. K. Hicks, M.D 
Melbourne. 


O. C. Brown, M.D., 
Ft. Lauderdale. 








T. H. Bates, M.D., 
Lake City. 





Robert T. Spicer, M.D., 
Miami. 


MEETINGS | 





Date 





2nd Tuesday 


3rd Tuesday 





Last Wednesday. 


lst Monday 


lst Friday 





DeSoto-Ha rdec- 
Highlands ..... 


L. W. Martin, M.D... 


Sebring. 





B. F. Woolsey, M.D., ; 
Jacksonville. 





J. M. Hoffman, M.D., 
Pensacola. 


12:00 Noon 


Place 


‘White House : 


Gainesville 


Luncheon ? 


Yes. 











ist Tuesday 





2nd Tuesday 





Bartlett, M.D., 
Tampa. 


Cc. W. 


lst Tuesday 


8:00 P.M 


Elks’ Hall 
Ft. Lauderdale 





Blanche Hotel 
Lake City 


Club Room 
Huntington Bidz. 
Miami 





Occasionally. 








Varies 


Mayflower Hotel 
Jacksonville 


Board of Health 


Building 
Pensacola 





Tampa Municipal 
Hospital 
Tampa 





Lewis Pierce, M.D., 
Marianna. 


2nd Tuesday 


7:30 P.M 


Fotel Chipola, 
Marianna 





W. L. Ashton, M.D., 
Umatilla. 


Ist Thursday 





Robley D. Newton, M.D., 
Ft. Myers. 





Leon-Gadsden- 
Liberty- 
Wakulla- 
Jefferson 


Madison 


Manatee 


Marion 
Monroe 


Orange ..... coves 
Palm Beach ..... 


Pasco-Hernando- 
Citrus ...ccc6 ee 


O. G. Kendrick, M.D., 
Tallahassee. 


3rd Friday 











Quarterly 





Geo. O. Davis, M.D., 
Madison. 





A. Q. English, M.D., 
Manatee. 


J. L. Chalker, M. Dp. 
Ocala. 


Ist and 3rd Tuesdays 
Oct. to May; 2nd 





Tues., May to Oct. 


3rd Thursday 





W. R. Warren, M.D., 
Key West. 


lst Sunday 





Louis Orr, M.D., 
Orlando. 


3rd Wednesday 


9:00 P.M. 


12:30 P.M 


7: 30 >. BM. 


7:00 P.M. 


12:30 P.M. 


8:30 P.M. 





James L. Carlisle, M.D., 
W. Palm Beach. 


4th Monday 


8:00 P.M. 





Geo. R. Creekmore, MD. _ 


Brooksville. 


2nd Thursday 





Putnam 


O. O. Feaster, M.D., 
St. Petersburg 





J. R. Boulware, Jr., M.D., 
Lakeland. 


Ist Friday 


7:00 P.M. 


Lee “Memorial | 
Hospital 
Ft. Myers 











Marion Hotel 


Varies 


Dixie Grande Hotel 
sradenton 


Ocala 








| 

















Good Samaritan 
Hospital 
W. Palm Beach 





Varies 





8:00 P.M. 





2nd Wednesday in 
Feb., Apr., June, 
Aug., Oct., Dec. 





E. W. Warren, M.D., 
Palatka. 





2nd Thursday 





St. Johns 


Reddin Britt, M.D., 
St. Augustine. 


3rd Tuesday 





7:00 P.M. 


1:00 P.M. 


8:30 P.M. 











St. Lucie-Okeecho- 
bee-Indian 
River-Martin .. 


Sarasota 


J. D. Parker, M.D., 
Stuart. 





3rd Thursday 


8:00 P.M. 


‘Assembly Room, 5th 
Bld 


floor, P. & L. 
St. Petersburg 


“ 








Lakeland 





James Hotel, 
Palatka 

















Yes. 








J. E. Harris. M.D., 
Sarasota. 


2nd Tuesday 





Seminole ....++-- 


J.T. Denton, M.D., 
Sanford. 


2nd Monday 


8:30 P.M. 








7:00 P.M. 


City Hospital 
Sanfor 


Occasionally. 








Sumter .ccccccces 


W. E. Mitchell, M.D., 
Coleman. 


2nd Tuesday 


Varies 














Taylor ...seccees 


Jas. L. Weeks, M.D., 
Perry. 


Last Friday 


8:00 P.M. 


Dixie-Taylor Hotel 
Perry 


Yes. 





Volusia 


Joseph H. Rutter, M.D., 
Daytona Beach. 


2nd Tuesday 


7:30 P.M. 














Varies 


Yes. 








Walton- 


| 
| 
Okaloosa ' 


A. G. Williams, M.D., 
Lakewood. 











8rd Thursday 


8:00 P.M. 


Varies 


: 
er 
—_ 
| 
| 


Occasionally. 


100% _ 








NOTE—Secretaries: Please submit information to complete the above schedule. 
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SINCE 1919, the discovery of Vitamine-B, as a concentrated 
therapeutic agent, at Yale Medical School 


YEAST VITAMINE -HARRIS 
TABLETS 


have been the only available concentrate of yeast, for 
clinical use. 

Each tablet contains many times the Vitamine-B value 
of the original yeast bulk. 


From 2000 lbs. of moist yeast, 55 lbs. of the concen- 
trate are evolved. Each tablet contains 200 milligrams 


of the potent concentrate. 


They have been successfully used and prescribed in: 
Anemia Arthritis Infection Pellagra 


Infant and Child Feeding Herpes 


Ulcers Diabetes Restricted Diets 


When the entire yeast cells 
are desired 
BREWERS’ 
YEAST-HARRIS 
(Powder) 
is offered in convenient sizes. 
The powdered yeast can be 


easily blended with other 
foods or medicines. 
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Yeast Vitamine- _ 
Harris Tablets Free Samples to Physicians. Brewers’ Yeast-Harris 


The. HARRIS LABORATORIES 


TUCKAHOE, NEW YORK 
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~ about Cig arettes 


Practically untouched 


by human hands 


E’D like you to see Chest- 

erfields made. We know 
you’d be impressed by the absolute 
cleanliness of our factories. 

The tobaccos are the best that 
money can buy. 

Expert chemists test for cleanli- 
ness and purity all materials used 
in any way in the manufacture of 
Chesterfield cigarettes. 

The factories are modern through- 
out. Even the air is changed every 
4'2 minutes. 

When you smoke a Chesterfield 
you can be sure that there isn’t a 
purer cigarette made. 


In a letter to us an eminent 
scientist says: “Chesterfields 
are just as pure as the water 


you drink.” 
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Inspectors examine Chester- 
fields as they come from the 
cigarette making machines 
and throw out any imperfect | 
cigarettes. 


the cigarette that's MILDER 
the cigarette that TASTES BETTER 


© 1933, Liccerr & Myers Tosacco ©° 
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